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YOU A NURSE 
Who's Thinking 
About Her 

FUTURE? 


You'll want to read this 
EXCITING FOLDER! 



























FREE TUITION 
at SYRACUSE UNIVERSITY! 


@ FOR YOU—to complete your nursing 
education—BS, MS, MA—under our 
| remitted tuition plan now in force. 


@ FOR YOUR COLLEGE-AGE CHILDREN 

—full scholarships . . . average value 

$1,000 per year .. . under our unique 

| plan presently available to all full- 

time RN staff members at University 
Hospital. 











Send NOW ¢ 
for this 7-FEATURE FOLDER 


Describing tuition and other benefits available to 
you as a nurse at University Hospital! 
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Bookmiller and Bowen— 
OBSTETRICS and 
OBSTETRICS NURSING 


New (3rd) Edition! A graphic picture of childbirth is 
given in this thorough revision, covering every detail 
from fundamental anatomy to care of the newborn. To 
keep pace with modern nursing trends, the authors have 
incorporated the latest proven advances in obstetrics. 
Normal pregnancy, labor, delivery and puerperium are 
described with full attention to the nurse’s responsibill- 
ties. Emphasis is placed on the treatment of complica- 
tions which may arise and on health teaching. 
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A few of the many new discussions include: insurance 
plans—public health nursing—postpartum recovery room 
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Vhursing Books 

. ft fi / | 

tnto PaACLCA Se. ; me 
hemorrhoids—thyroid disease—breathing exercises—an- 

esthesia and analgesia—acute toxemias—nutrition, 


By MAE BookMILLeR, R.N., Assistant Professor of Clinical Nursing, New 
y University College of Medicine; and Greorce LovERIDGE BoweN, A.B 
M.D., Clinical Professor of Obstetrics and Gynecology, New York University 
College of Medicine; Visiting Obstetrician and Gynecologist, Bellevue Hos- 
pital; Attending Obstetrician and Gynecologist, Lenox Hill Hospital; Con- 
a sulting Gynecologist, Hospital for Special Surgery, New York. 725 pages, 
372 illustrations. $6.00 New (8rd) Edition! 


with 372 











Falconer and Norman— 
The DRUG, 


Howe— 
NUTRITION for 


Dolan-Goodnow’s 
HISTORY of 





NURSING 


New (10th) Edition! Significant events and 
personalities of nursing are colorfully por 
trayed in this popular text—from the days 
of the Neanderthal Man right up to the 
present. Here you will see the challenging 
problems of early nursing—how the profes- 
sion developed—how it changed to meet 
those problems—and how it has risen to 


the high importance it knows today. 


Miss Dolan has rewritten the first 7 chap 
ters to superimpose the history of nursing 
on the history of mankind. 145 new illus 
trations add new color to the text. Valu- 
ible new chapters include: Care of the 
Sick Among Primitive Man—Care of the 
Sick in Ancient Cultures—Influence of 


PRACTICAL NURSES 


New (2nd) Edition! This thoroughly re 
vised manual points out the basic con- 
cepts of food and diet therapy. It gives you 
concise information on all the various 
foodstulfs, explaining their source and 
how the body utilizes each 


The sections on Normal Nutrition and 
Diet Therapy are thoroughly revised to 
include latest research findings in the 
field. A new appendix incorporates tables 
of nutrients in household quantities of 
food, desirable adult weights, cooking tem 
peratures and volume equivalents 


You will value the new and revised dis- 
cussions on: cellulose—excessive carbohy 


drates — essential fatty acids — B-complex 


the NURSE, the PATIENT 


New! The patient and his recovery is the 
central theme of this new pharmacology 
text. By linking the formal study of drugs 
with actual patient care, the authors show 
how drugs are used to treat patients—not 
just diseases. They stress that each pa 
tient is an individual and cannot tolerate 
the same drugs or dosage as another 


All the major drugs and their relation to 
common medical and surgical conditions 
are considered. For each condition the 
drugs used to alleviate symptoms or cure 
the disease are fully described 
helpful advice on: forms of drugs; sources 
dosages; administration; nursing problems 


and responsibilities; and patient teaching 


There is 


By Mary W. FALconer, R.N., M.A., Instructor 


in Pharmacology, O’Connor Hospital School of 
Nursing, San Jose, California; and MABELCLAIRE 
RALSTON NORMAN, R.N., B.S., formerly In- 
structor, Sacramento Junior College School of 


Christianity—Middle Ages—Period of Re- 


weight control —allergy —acne 
naissance—The Past Decade 


trichinosis—exchange diets—et« 


vitamins 


2 . : 2 , . » rer 
By JOSEPHINE A. DOLAN, R.N., M.S., Associ- By Puy.uts S. Howe, B.S., Nutrition Instruc- Nursing, California; Consultant, Committee on 
a e Professor of Nursing, University of Con- tor, West Contra Costa Junior College, San Careers in Nursing, California League for 
necticut. 422 pages, with 255 illustrations. Pab! ulifornia. 219 pages, illustrated. $2.75 Nursing, San Francisco. 631 pages, illustrated 


$5.00. New (10th) Edition! New (2nd) Edition! $5.75 Neu 
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Marjorie Rykken 


School of Nursing 





Virginia Brantl Billye J. Brown 


After Marjorie B. Rykken, R.N., author of “Team- 
work at Los Amigos” (page 10) graduated from the 
three-year program at the Deaconess Hospital School 
of Nursing in Minneapolis, Minn., she worked in 
that city as staff nurse, head nurse, and evening 
supervisor. Later she received her B.S. in Nursing 
from Boston University and went to Denver, Colo., 
where she worked as a head nurse and taught prac- 
tical nursing in the public school system. In 1956, 
she received her M.S. in Psychiatric Nursing. Fol- 
lowing graduation, she joined the faculty of the 
of the University of California at Los Angeles. 


On page 13 three 
University of Tex- 
as nursing in- 
structors, Misses 
Brantl, Brown, 
and Nemec, pre- 
sent an _ interest- 
ing and personal 
account of caring 
for the burn pa- 
tient. “Ben Was 





Bessie Nemec 


Severely Burned” stresses the important emotional problems to be dealt 
with and points out the value of the team concept in caring for such 


patients. 





Mary L. Brown 


She is co-author of 





Sister Claudine 


In “Why Use Community Health Agencies?” (page 
17), Mary Louise Brown, R.N., describes the many 
services provided by these agencies and indicates 
ways in which the occupational health nurse can 
make better use of them. Before assuming her present 
position of assistant professor of public health (oc- 
cupational health nursing) at Yale University Medical 
School, Department of Public Health, and Yale 
School of Nursing, New Haven, Conn., Miss Brown 
was instructor and co-ordinator of psychiatric and 
industrial nursing at the University of Pittsburgh. 
Occupational Health Nursing, published in 1956. 


Sister M. Claudine, O.S.F., R.N., an instructor of 
maternity nursing in the department of nursing of 
\lverno College, Milwaukee, Wisc., tells us about a 
“Vitalized Nursing Seminar” (page 18) which has 
been initiated for senior nursing students at the col- 
lege. Sister M. Claudine received her bachelor degree 
in nursing from Alverno, and did postgraduate work 
in maternity nursing at Marquette University. After 
leaving Marquette, she worked as supervisor in ob- 
stetrics at St. Joseph Hospital, Beaver Dam, Wisc. 
Sister M. Claudine also holds a Master of Science 


in Nursing Education from St. Louis University. 


Katherine St. Clair Ginascol, R.N.., explains on page 25 what constitutes 
“Good Nursing Care,” and illustrates her article with pictures taken at 
the Gonzales Warm Springs Foundation for Crippled Children. Mrs. Gin- 
ascol holds a B.S. in Nursing from the Medical College of Virginia. 


A vivid picture of how it feels to be “Nursing in Disneyland” is painted 
by Patricia Krauth on page 30. A graduate of Hollywood Presbyterian 
Hospital School of Nursing, she often cares for 200 babies daily. 


“Allergy: Its Nature and Importance” (page 31) is the first in a series 
of informative articles on allergy by Dr. Samuel M. Feinberg, outstanding 
physician in this field. Dr. Feinberg received his bachelor degree from 
the University of Wisconsin and his M.D. from Rush Medical College 


AUGUST 1958 





EDITORIAL BOARD 


NURSING EDUCATION 


Lulu Wolf Hassenplug, R.N., Dean, University of Cali- 
fornia School of Nursing. 

Henrietta Loughran, R.N., Dean, University of Colo- 
rado School of Nursing. 

Elsie Palmer, R.N., Ass’t Director, Nursing Education 
and Nursing Service, City of New York, Dep't of 
Hospitals. 


NURSING SERVICE 


Catherine M. Loeffler, R.N., Assoc. Director, Johns 
Hopkins Hospital School of Nursing. 


Harriet M. Smith, R.N., Ass’t Professor, University of 
Washington School of Nursing. 


CLINICAL NURSING 


Trude Aufhauser, R.N., Assistant Professor of Nure- 
ing, College of Nursing, University of New Mezico. 

Kathleen Black, R.N., Consultant Psychiatric Nursing, 
‘LN, New York City 

Margaret Blee, R.N., Assoc. Professor Public Health, 
University of North Carolina. 

Lillian Sholtis Brunner, R.N., Consultant in Medical 
and Surgical Nursing, Byrn Mawr Hospital, Pa. 


Annie Laurie Crawford, R.N., Psychiatric Nursing 
Consultant, Florida State Board of Health, Jack- 
sonville, Fla. 


Lena Dixon Dietz, R.N., 
and Surgical Nursing, 
Chicago. 

Anna V. Matz, R.N., Public Health Nursing Con- 
sultant, New York City Department of Health. 


Theresa G. Muller, R.N., Educational Director of Grad- 
uate Studies in Psychiatric Nursing, Univ. ef 
Nebraska. 

Mary Mesecher, R.N., Exec. Secretary, 3rd District, 
Minnesota Nurses Association. 


Clinical Instructor, Medical 
Michael Reese Hospital, 


Donald E. Porter, R.N., Program Director, California 
Tuberculosis Association. 


Dorothy W. Rostetter, R.N., Vice-Chairman Private 
Duty Section, District No. 18, N. Y. 


INDUSTRIAL NURSING 


Catherine R. Dempsey, R.N., Head Nurse Medical De- 
partment, Simplex Wire & Cable Co., Cambridge, 
Mass. 


Mildred Dunn Thomas, R.N., Supervisor, 
Service, Merck & Co., Rahway, N.J. 
Hazel H. Leedke, R.N., Supervising Nurse, Thilmany 

Pulp and Paper Corp., Kaukauna, Wis. 


Joanna M. Johnson, R.N., Director, Green Bay Visit- 
ing Nurse Ass’n., Green Bay, Wisconsin. 


Marion S. Mayne, R.N., Consultant, Ind. Hygiene Di- 
vision, Los Angeles County Health Department, 
Calif. 

O. F. Shook, M.D., Medical Director, Owens Illinois 
Glass Co., Toledo, Ohio. 


Mildred I. Walker, R.N., Sr. Consultant, Ind. Health 
Div., Dept of National Health, Canada. 


Nursing 


PRACTICAL NURSING 


Director, Visiting 


Elisabeth C. Phillips, R.N., Exec 
Y., Cheirman. 


Nurses’ Ass'n., Rochester, N 
Margaret Baird. 
Edwina G. Barnett, Director, Celored Nurses Asan 
of Virginia. 


Fern A. Goulding, R.N., Director, Indianapolis, Ind. 
School of Practical Nursing. 


Madeline G. Kalin, Second Vice-President of the 
NFLPN. 

Lula A. Snow, Licensed Practical Nurse 

Jean FE. Sutherland, R.N., Nursing Consultant, 


Counseling and Placement, New York State Em- 
ployment Service. 

Ella M. Thompson, R.N., Assoc. Exec. Dir., National 
Ass'n. for Practical Nurse Education. 

Amy Vigilione, R.N., Assoc. Dir., Nursing Service, 
Kellogg Foundation, Battle Creek, Michigan 


Arthur B. Wrigley, State Supervisor, Trade and Ind. 
Education, Dept. of Education, N.J. 











NURSING WORLD 





Leadership Conference 


\ leadership conference for presi- 
dents of state practical nurse associa- 
tions, designed to focus on ways these 
leaders can help their memberships to 
move ahead and strengthen the state 
organizations, will be held Oct. 2-4, 
1958, in Providence, R. I. The conferx- 
ence will precede the annual meeting 
of the National Federation of Licensed 
Practical Nurses, Inc., which will be 
held in that city Oct. 5-13. 

The conference has been made pos- 

ble through a special grant of $8,500 
from the Rockefeller Foundation, which 
vas requested by the NFLPN and the 
National League for Nursing. 

Partic ipants in the conference will be 
Dan W. Dodson, director of the Center 
for Human Relations and Community 
Studies, School of Education, New York 


University; Roger Shaw, instructor at 
the Center; Marion W. Sheahan, deputy 
director of the N.L.N.: and Alice 
Sturgi uuthor of Sturgis’ Standard 
Code of Parliamentary Procedures. 
Personalized Bracelets 

\ll patients admitted to Louis A. 


Weiss Sdeunen il Hospital, Chicago, Il., 
receive light-weight, clear plastic 
personalized bracelets. The primary aim 
ot the 
mis-identification within the hospital. 
The directors of Weiss Hospital de- 
cided to ad ypt this system of identifica- 


now 


bracelets is to prevent patient 


tion after a study of the hospital's ma- 
ternil partment mother - and - child 
identification system. 
Hurricane Safety Measures 

The American National Red Cross 


has set forth the following safety tips 

for persons living in hurricane areas: 

1. Read newspapers and listen to 
radios for official Weather Bu- 
reau reports 

2». Store furniture, 
awnings, and other loose objects 
in a safe place. 

. Board up windows and put storm 
shutters on. 

Don’t delay when told to evacu- 
ate. Follow all instructions. 

. Don't risk being marooned. Get 
away from low-lying land likely 
to be swept by high winds and 
tides. 

6. Don’t go 


garden tools. 


Ww 


_ 


ut 


outside during the 


REPORTS 


storm. Try to find shelter in a 

brick or concrete building. 

. Stay away from windows. 

8. Stay where you are sheltered 
while the eye of the storm passes 
over you. This deceptive calm 
may last 30 minutes or less. 

9. Fill bathtub, bottles, and cooking 
utensils with water, and keep 
extra food which does not re- 
quire cooking handy. Be sure to 
have a flashlight or candles ready 
in case of power failure. 

10. Don’t touch fallen wires. Report 
such damage to the police or 
power companies. 


NFLPN Convention Theme 


“We Meet the Challenge” has been 
chosen by the National Federation of 
Licensed Practical Nurses, Inc., as the 
theme of its Ninth Annual Convention, 
which is to be held Oct. 5-13, 1959 in 
Providence, R. | 


Industrial Health Course 


The Department of Industrial Medi- 
cine of New York University Post- 
Graduate Medical School, a unit of 
N.Y.U.-Bellevue Medical Center, will 
conduct a full-time, one-week course in 
industrial health for the week 
of Nov. 3, 1958. 

The course, which is limited to 50 
nurses engaged in industrial nursing, 
will be directed by Dr. David H. Gold- 
stein, professor of industrial medicine 
at the Post-Graduate Medical School. 
Subjects to be covered include: com- 
munications; occupational health nurs- 
ing as viewed by management, the phy- 
sician, and the nurse; counseling; and 


nurses 


the administration of a medical de- 
partment. 

Applications for the course, 485 A, 
should be sent to the Dean, New 


York University Post-Graduate Medical 
School, 550 First Ave., New York 16, 
N.Y. Tuition is $50. 


Rehabilitation Seminar 


A three-week seminar in Physical Re- 
habilitation Methods for Nurses will be 
offered by New York University-Belle- 
vue Medical Center's Institute of Physi- 
cal Medicine and Rehabilitation be- 
tween Oct. 20 and Nov. 7, 1958. Any 


registered nurse with a minimum of one 


year’s experience may register for the 
course. 

The seminar will include practical 
and didactic instruction on severe dis- 
abilities and their rehabilitation and 
skills and methods of functional activi- 
ties. There will be clinical observation 
and practice at the Institute and field- 
trips to other hospitals and institutions. 

For further information, contact New 
York University-Bellevue Medical Cen- 
ter, Institute of Physical Medicine and 
Rehabilitation, 400 E. 34 St... New 
York 16, N.Y. 


Scholarship Grant 


St. John’s University, New York City, 
recently received a grant of $24,000 
from the Sealantic Fund for scholarship 
aid to deserving graduates of basic nurs- 
ing training courses who wish to enroll 
or are already enrolled in the program 
leading to the baccalaureate degree in 
nursing. 

According to the Very Rev. John A. 
Flynn, C. M., president of St. John’s, 
full particulars on the new scholarship 
program will be announced shortly. 


NYSLN Biennial Convention 


The New York State League for 
Nursing will hold its second biennial 
convention Oct. 21-22, 1958 at the 
Powers Hotel, Rochester, N.Y. Theme 
of this year’s convention is “Nurses, Pa- 
tients, and which _ para- 
phrases Nurses, Patients and Pocket- 
books, published 30 years ago. 

Gertrude Hodgman, a member of the 
original committee that conducted the 
study reported in the book, is to speak 
on “Nursing 1928” at the convention. 


-sypsnenione 
Progress, 


Pioneer Program 


Massachusetts Mental Health Center, 
in co-operation with the Boston Uni- 
versity School of Nursing, has initiated 
a pioneer mental health program which 
attempts to promote a new understand- 
ing between mental patients, social 
service workers, nursing practitioners, 
doctors, and the community in general. 
It is also aimed at providing better 
patient care and reducing the rising 
costs of hospital and medical admini- 
stration. 

Under the new program, a nurse 
wearing street clothes instead of a uni- 
form is assigned to each patient in the 
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ward, and the mental patients are al- 
lowed to leave the hospital in late 
afternoon and spend the night with 
family and friends, thus placing indi- 
viduals in an atmosphere conducive to 
good mental health. 


Disaster Nursing Project 


The National League for Nursing has 
initiated an 18-month study designed 
to demonstrate ways of preparing nurses 
for mass casualty and other civil de- 
fense nursing roles. The project, which 
is financed by the grant of $80,000 from 
the Federal Civil Defense Administra- 
tion, will determine curriculum content 
needed to prepare nurses for these roles. 
The curriculum content of all types 
of nursing education programs will be 
considered. 

Three colleges offering different types 
of nursing education programs and one 
civilian hospital will participate in the 
demonstrations. The content for di- 
ploma and inservice programs will be 
developed at Massachusetts General 
Hospital, Boston, Mass. Skidmore Col- 
lege, Department of Nursing, New 
York, will develop the content for basic 
baccalaureate programs; Teachers Col- 
lege, Columbia University, New York 
City, will be responsible for advanced 
nursing education programs; and the 
University of Minnesota will be con- 
cerned with basic collegiate and prac- 
tical nurse education. 

Mary Neal is staff director for the 
N.L.N. project. 


Convention Change 


The National Association for Prac- 
tical Nurse Education has changed the 
date of its 1959 Annual Convention 
from April 13-17 to April 27-May 1, 
1959. The convention is to be held at 
the Netherkand-Hilton Hotel in Cincin- 
nati, Ohio. 


N.L.N. Appointment 


Martha D. Adam has been appointed 
director of the National League for 
Nursing’s Department of Public Health 
Nursing. Her appointment becomes ef- 
fective September 1. Miss Adam suc- 
ceeds Ruth Fisher, who is leaving the 
staff of the N.L.N. July 1. 

Formerly director of the Public 
Health Nursing Services of San Mateo, 
Calif., Miss Adam will be concerned in 
her new position with improving offi- 
cial and voluntary public health nurs- 
ing services throughout the country. 


First Candidate 


Mary Margaret Douglass, a senior 
nursing student at the University of 
California, recently became the first 
candidate in the United States Navy 
Nurse Corps Candidate Program. 
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Miss Douglass, the first student to 
complete the processing for the new 
program, according to Lieutenant Zoe 
Gilmore, Nurse Procurement Officer for 
Northern California, Nevada, and Utah, 
will be commissioned an ensign in the 
Nurse Corps upon graduation. Mean- 
while, during her senior year, the Navy 
will give her a monthly salary of $99.37, 
as well as pay for her tuition, books, 
room, board, and incidental fees. 

Once she has been commissioned, 
Miss Douglass will serve two years’ 
active duty with the Navy Nurse Corps. 


Jesuits Honor Nurse 


Nellie X. Hawkinson, a former presi- 
dent of the National League of Nursing 
Education, was recently honored by the 
Society of Jesus as one of One Hundred 
Distinguished Chicagoans. The only 
nurse among those honored, Miss Hawk- 
inson was presented with The Jesuit 
Centennial Citation, which praised her 
for “outstanding service to greater 
Chicago.” 


Appointment 


Helen C. Belcher was recently ap- 
pointed to the Division of Nursing Re- 
sources of the United States Public 
Health Service. She has been assigned 
to the Professional Nurse Traineeship 
Program and will assist in planning the 
national conference which will evalu- 
ate the program in early August. 

Previous to her appointment, Miss 
Belcher was acting assistant professor 
and assistant director of the Curriculum 
Research Project at the University of 
Washington, School of Nursing, Seattle, 
Wash. 


New Index 


The Intergroup Relations Committee 
of the American Nurses’ Association has 
prepared an index designed to assist 
and district nurses’ associations 
in determining the status of intergroup 
relations in their communities. 

A copy of the index has been sent to 
each state association. Additional copies 
may be obtained from the American 
Nurses’ Association, 2 Park Ave., New 


York 16, N.Y. 


state 


Agreement 


The Washington State Nurses’ Asso- 
ciation and the Washington State Hos- 
pital Association have reached a new 
agreement incorporating four 
principles. 

According to the agreement, hospi- 
tals and nurses each have the right to 
designate representatives to negotiate 
wages, hours, and working conditions 
of general duty nurses. Hospitals should 
discuss wages and working conditions 
with the nurses’ representatives and 


basic 


should strive to reach an agreement, 
which should be put in writing. 

The associations further agreed that 
both the hospitals and nurses should 
have grievance procedure available to 
them, should there be any disagree- 
ment about the interpretation of the 
written agreement. The final principle 
is that details of agreements between 
nurses and hospitals be negotiated at 
the local level—between representatives 
of a group of hospitals and the nurses’ 
representatives or between an individual 
hospital and the representative of its 
nurses, according to the wishes of the 
affected hospital. 

Although a statewide agreement be- 
tween the two associations has existed 
since 1949, the Washington State Hos- 
pital Association was not previously 
authorized to legally bind its members 
to contracts. The earlier agreement 
concerned salary, hours, and other em- 
ployment conditions. 


NAPNE Expansion 


The National Association for Prac- 
tical Nurse Education has doubled its 
organizational structure as a result of 
the formation of the new Division of 
Services to State Associations, which 
officially came into being on June 1. 
The division will be headed by an as- 
sociate director of NAPNE, who is a 
licensed practical nurse. The develop- 
ment of the new division is part of the 
NAPNE’s expansion program. 

The functions of the Division of 
Services to State Associations will in- 
clude aiding the associations in pro- 
moting membership, securing speakers 
for state conventions, and providing 
postgraduate courses for practical 
nurses and extension courses for nurses 
licensed by waiver. 

Another associate director, one who 
is a registered nurse, will head the as- 
sociation’s Division of Practical Nurse 
Education. 


“On the Way Up” 


The National Association for Practi- 
cal Nurse Education recently published 
“On the Way Up,” a pamphlet which 
presents, in question-and-answer form, 
the principal questions on the minds of 
prospective practical nursing students. 
The purpose of the pamphlet is to 
stimulate the interest of young men and 
women in practical nursing as a career. 

Copies of the publication may be 
obtained, at $5 per hundred, from the 
National Association for Practical Nurse 
Education, 654 Madison Ave., New 
York 21, N.Y. NAPNE will supply free, 
with the pamphlets, an equal number of 
copies of its most recent list of approved 
schools of practical nursing throughout 
the country. Single copies of the pam- 
phlet may be obtained free of charge. 
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Eleanor C, Lambertsen has been ap- 
pointed assistant secretary of the Coun- 
cil on Professional Practice of the Amer- 

in Hospital Association and secretary 
f the council’s Committee on Nursing. 
Miss 
istant professor of nursing at Teachers 


New 


At present Lambertsen is as- 


College Columbia University, 
York City. 

Miss will her 

positions on a part-time basis until 

Oct. 1, when she will become a full- 

ne member of the A.H.A. staff. She 


Teachers College, 


Lambertsen serve in 


graduate or 
here she received her bac helor, mas- 

and doctor of education degrees. 
[he appointment of Miss Lambertsen 
the A.H.A. staff “marks an important 
mp in the of the 
nursing,” 
Crosby 


expansion Associa 


according 


' , 
program in 


nD Edwin |] issociation 


of the Divi 
United 
serve d as 


Apollonia O. Adams, chief 
sion of Nursing Resources, 
States Public Health Service, 
special consultant and leader of a 
Workshop on Nursing Surveys, which 
was held in Brazil July 6-16. She also 
helped the Brazilian Nurses Association 
findir 


review the os ot its recently com 
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Apollonia O. Adams 


pleted survey of nursing resources. 
The purpose of the workshop was to 

icquaint the participants with methods 
| | | 


The guest speakers at the meeting of the Council on Practical Nursing of the N.L.N. 
were Janet Geister, Evelyn Knoedler, Mrs. Clara Roitero, and Ruth B. Freeman. 








of surveying nursing needs and re- 
sources and to teach them the research 
technique of making objective research 
observations of nursing personnel ac- 
tivities. 

The first international meeting de- 
voted specifically to nursing surveys, 
the workshop was sponsored by the 
Brazilian Nurses Association, the Min- 
istry of Health of Brazil, and the Pan 
American Sanitary Bureau. 

Mrs. Adams served as regional nurs 
ing consultant to the Ministries of 
Health of Peru, Ecuador, Bolivia, Chile, 
and Colombia between 1946 and 1949, 
when she was on loan from the Public 
Health Service to the Pan American 
Sanitary Bureau. 


Phoebe M. Kandel, recently retired as 
executive secretary and consultant for 
the Nurses’ Board of Examination and 
Registration of Mississippi, was hon- 
ored this spring as Mississippi Nurse of 
the Year at the annual meeting of the 
Mississippi League for Nursing. 
Despite her retirement, Miss Kandel 
will remain an active member of the 
nursing profession, having accepted an 
invitation by the National League for 
Nursing to be the second member of 
one of its survey teams. Miss Kandel 
has also been appointed chairman of 
the Mississippi Division of the Ameri- 
can Association of University Women’s 
Building Fund, which is currently 
working on the new AAUW Educa- 
tional Center in Washington, D.C. 


Janet Geister, prominent nursing au- 
thority and author, told 300 members 
of the Council on Practical Nursing of 
the National League for Nursing that 
the future of nursing rests upon the 
ability of professional nurses and prac- 
tical nurses to live and work well to- 
gether. The occasion for Miss Geister's 
remarks was the meeting of the council 
June 8, immediately preceding the 1958 
A.N.A. Convention in Atlantic City, 
N.J. ; 

Others on the program were Evelyn 
Knoedler, director of the Lakewood 
School of Practical Nursing, Lakewood, 
Ohio, who is chairman of the council; 
Clara Roitero, president of the Na- 
tional Federation of Licensed Practical 
Nurses, Inc.; and Ruth B. Freeman, 
president of the National League for 
Nursing. 
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Col. Inez Haynes, chief of the Army 
Nurse Corps, presided at a special 
breakfast for representatives of the 
Army Nurse Corps and their guests 
June 10, during the 1958 A.N.A. Con- 
vention in Atlantic City, N.J. 

A panel discussion on “Improving 
Nursing Practice in the Army Nurse 
Corps” was held during the breakfast. 
Participants in the discussion were Maj. 
Ann Witcezak, assistant chief, Service 
School and Replacement Training 
Branch, Education and Training Divi- 
sion, Office of the Surgeon General; 
Maj. Harriet Werley, chief of the De- 
partment of Nursing at the Walter Reed 
Army Institute of Research; and Capt. 
Drucilla Poole, Educational Co-ord:- 
nator at Walter Reed Army Hospital, 
Walter Reed Army Medical Center. 

Colonel Haynes, a graduate of the 
Scott and White Memorial Hospital 
School of Nursing, Temple, Tex., was 
recently presented with a bronze plaque 
in the shape of a shield by the alumnae 
association of the school. The award 
was presented to her in appreciation for 
her “distinguished service in the nurs- 
ing profession.” 


Lieut. Col. Esther Claussen, Army 
Nurse Corps, has been awarded the 
Commendation Ribbon with Metal Pen- 
dant for her outstanding work as nurs- 
ing methods analyst in the office of the 
comptroller ag-Letterman Army Hospi 
tal, San Fraficisco, “Calif. 

The award citation said, in part, 
“Her outstanding accomplishment in 
the initiation and implementation of 
improvement projects in the Nursing 
Service (of the hespital) has contributed 
significantly imptoved patient care at 
substantial dollar’ savings to the gov- 
ernment.” 

Colonel Claussen’s ability as a clinical 
laboratory technician, as well as a 
nurse, enabled her to suggest laboratory 
procedures for the United States Army 
Hospital at Asmara, Eritrea, Africa, 
which saved shipping materials to Ger- 
many. She served at that hospital dur- 
ing 1955. 

Having completed her tour of duty 
at Letterman, Colonel Claussen is now 
en route to the Pacific for her fourth 
tour of duty overseas. 


Frieda Herold, 2 member of the 1958 
graduating class of The Hahnemann 
Medical College and Hospital of Phila- 
delphia, was recently presented with 
the Dr. Catharine A. Macfarlane 
Award, presented annually by the Bud 
get Uniform Center to the outstanding 
nurse in the graduating class of each 
of the schools of nursing in Phila 
delphia, Reading, Camden, and Lan 
caster areas. 

The award consists of a certificat 
and full nurse’s wardrobe. 
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Procurement Officers Maj. Isabel Fennon (First Army) and Maj. Isabe! Paulson (Sixth 
Army) greeted visitors at the Army Nurse Corps booth at the A.N.A. convention. 


Frieda Herold, right, receives the Macfarlane Award from Charlotte Reynolds, direc- 
tor of nursing at The Hahnemann Medical College and Hospital of Philadelphia, Pa. 
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Students and new personnel 
are quickly oriented to the value 
of teamwork in rehabilitation 
nursing at this California hospital. 


by MARJORIE B. RYKKEN, R.N. 
Instructor, Medical-Surgical Nursing, 
School of Nursing, University of 
California, Los Angeles, Calif 


_ key tothe total rehabilitation of a 

patient with long-term illness isteam- 
work—interprofessional and intraprofes- 
sional. But no one person nor one dis- 
cipline can rehabilitate a patient alone, 
ind without the co-operation of the 
patient and his family (the center of 
the little can be 
plished. 

Successful rehabilitation of each 
patient, according to his potential and 
desire, is the common goal of the per- 
sonnel at Rancho Los Amigos Hospital, 
Calif. The administration has 
this goal in mind, as do the many other 
departments involved in direct care 
of the patient. The personnel of the 
entire hospital are aware of the insti- 
tution’s functions of providing medical 
care, education, and research. There is 
an eagerness on the part of the workers, 
seldom found in many hospitals, to 
teach and to help new personnel, in- 
cluding professional visitors. Here the 
basic nursing students of the University 


team vers accom- 


Downey, 
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A nursing team holds a regular planning session. Each nurse feels she has an important contribution to make to the program. 


Teamwork at 


Rancho Los Amigos 


of Southern California at Los Angeles 
broaden their concepts of rehabilitation 
and team nursing. 

Rancho Los Amigos Hospital is one 


of five county hospitals which serve as 


a team in meeting specific medical needs 


of the people of Los Angeles County, 
and has a bed capacity of 2,600. The 
respiratory center is equipped to care 
for 160 patients, both children and 
adults, and another section contains 
from 40 to 60 multiple sclerosis 
patients. In the intensive treatment unit, 
there are approximately 25 patients, 
mostly young paraplegics and quad- 
riplegics, whose conditions resulted 
from spinal-cord injuries. 

There are about 260, chiefly senile, 
patients in the mental health unit. The 
remainder of the 2,600 patients are 
mostly geriatric, medical patients. The 
hospital has a _ surgical department 
where a great deal of orthopedic surg- 
ery is done, and an emergency station 
which serves the surrounding commun- 


itv’s needs. 

There are teams at Rancho. 
Sometimes one finds small teams work- 
ing within larger teams. There is the 
medical team, for example, composed 
of the medical director at the head, 
orthopedists, internists, the pediatrician, 
the physiatrist who is a specialist in 
respiratory impairments, the urologist, 
neurologist, geriatrician, chest doctor, 
ind psychiatrist. 

Then there are the physical therapy 
teams headed by a chief therapist, 
which are made up of the senior thera- 
pists, junior therapists, physical therapy 
instructor, and the aides or attendants. 
\ team of therapists is assigned to each 
unit in the hospital. Another team is 
found in the occupational therapy de- 
partment. The social welfare team con- 
sists of the department director, plus 
her staff of medical social workers; the 
psychology department is composed of 
the chief clinical psychologist, the voca- 
tional psvchologist, and two other clini- 


many 
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cal psychologists. A public health nurse- 
physical therapist heads the home-care 
department, which includes two other 
public health nurses (one of whom is 
also a physical therapist) and an oc- 
cupational therapist. 

There is, at Rancho, a full-time chap- 
lain and his staff of part-time chaplains. 
The schoolteachers function as a team 
as the need occurs. The staff of elec- 
tricians, who perform such an indis- 
pensable function, especially in the 
polio unit, forms another team. When 
the patient is discharged to his home, 
the community health team composed 
of the local doctor, public health nurse, 
and social worker minister to his needs. 
Other teams may be found in the 
dietary department, maintenance de- 
partment, secretarial staff, brace shop, 
and volunteer group. 


The Nursing Teams 


Last, but not least, are the nursing 
teams. At the head of the nursing de- 
partment is the director of nursing 
service with her two assistants, one of 
them in charge of nursing education. In 
addition, there are the supervisors, each 
in charge of several units, with their 
head nurses and team leaders. Each 
team leader on the day shift is a regis- 
tered nurse. Under her guidance are 
another registered nurse or a licensed 
vocational nurse (or both) and four or 
five attendants. The chief value of team 
function is that, ideally, it offers the 
best utilization of each worker’s knowI- 
edge, skills, and personal qualifications. 
As a result, the patient gets the best 
care available the worker mav 
utilize and improve her skills and abil- 
ities. 

Good team function is impossible 
without an effective, continuous inserv- 
ice educational program that includes a 
thorough orientation course. At Rancho, 
a team of nursing instructors conducts 
a three-week orientation program for 
all new workers. The team also works 
very closely with the nursing personnel 
in the classroom and ward situations, as 
well as with the patient’s familv. 

The team concept and the common 
goal of rehabilitation are constantly re- 
inforced by the inservice classes that 
are repeated throughout the course, 
thus enabling all nursing personnel to 
attend. Besides the nursing classes, 
there are classes conducted bv experts 
from the other disciplines. These in- 
struction periods acquaint the nursing 
personnel with what others in the hos- 
pital are attempting to accomplish for 
the patient. 

Each worker feels that he or she has 
an important contribution to make to 
the total program. The patient is spoken 
of as “our patient,” not “my patient.” 
The worker knows that the more effi- 


and 
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ciently she performs her task, the better 
will be the ultimate results. In this re- 
spect, the performance of one task af- 
fects the performance of another task; 
they are interrelated and inseparable. 
Effective communication is promoted 
through conferences, written memo- 
randa, and the loud-speaker system. 
Does the worker have ample job satis- 
faction? Apparently she does, judging 
from the relatively small turnover of 
personnel and the relaxed efficiency 
with which each worker does her job. 

The students each spend four 4-hour 
periods per week for four weeks at 
Rancho Los Amigos Hospital. They 
spend two weeks in the polio unit, one 
week in the intensive treatment unit, 
and one week on the multiple sclerosis 
ward. 

The polio unit, built within the last 
few years, is especially constructed to 
facilitate team nursing. Here the 
students observe team nursing in action 
and learn to participate in it. 

The head nurse has four teams under 
her supervision. Team leaders are as- 
signed to 16-patient units, each unit 
having a central station where the 
charts, charting desks, medicines, and 
sterile supplies are kept. Windows on 
two sides separate the station from the 
patient area. This enables the 
leader to observe the ward while chart 
ing or transcribing the doctor’s orders 
When the head nurse has a dav off, one 
of the team leaders takes het place 


team 





Each team leader spends three weeks 
with the instructors in the classroom 
to learn how to better supervise her 
team members. The head nurse has 
regular conferences with her team lead- 
ers who, in turn, hold regular confer- 
ences with their personnel. 

At the change of shifts, each worker 
reports to the oncoming worker who is 
to take her place on the team. At this 
time, the leader confers with each 
worker, individually, and also holds 
joint conferences in the central station. 

Many of the students have had some 
experience with team nursing in other 
clinical facilities before coming to Ran- 
cho, where it is intended that the 
student’s concept of team nursing will 
be broadened and strengthened. 

The student nurse, as well as each 
new worker at Rancho Los Amigos 
Hospital, gradually assumes her role 
as a team member. First, she is given 
instruction with return demonstrations 
on the specific procedures and equip- 
ment used on the ward. She also partici- 
pates in a classroom discussion of the 
functions of the health team and the 
nursing team. Then she is shown the 
physical setup of the ward and the 
location of equipment and supplies. 
Next, she is oriented to the patients by 
reading their charts, discussing them 
with the team leader and the clinical 
instructor, and by meeting the patients 
personally. She gets to know all the 
patients to some degree. 


A nurse at Rancho Los Amigos weighs a polio patient confined to a respirator. 
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A nursing team member performs a tracheostomy suction at Rancho’s Respiratory 
Center for Poliomyelitis. The Center is equipped to care for about 160 patients. 


The clinical instructor and the team 
leader make out the assignments for the 
student. Since most of the patients in 
the polio area are subacutely ill and 
severely disabled, two workers are re- 
quired to give nursing care. The student 
nurse works with the clinical instructor 
or the team leader in performing such 
procedures as deep suctioning and 
tracheostomy care. She works with the 
nursing attendants in bathing patients 
in tank respirators, in positioning the 
patients to prevent deformity, and in 
placing patients in rocking beds or 
wheelchairs, using the hydraulic lift. 
She may also work with the licensed 
vocational nurse in performing such 
treatments as bladder irrigations, dress- 
ings, and cough therapy. At the close of 
one laboratory period, she may find 
shé has helped every worker in per- 
forming some of the nursing care for 
each patient. 

In the intensive rehabilitation section, 
there is a men’s ward and a women’s 
ward, plus two private and two semi- 
The station is 
centrally located. As a rule, the patients 
here are not acutely or even subacutel\ 
ill, therefore, the emphasis in the nurs- 
ing care on this ward is prevention of 
decubiti and urinary infections, plus 
teaching the patients the activities of 
daily living, including bowel and blad- 
der control. 

Since there is only one “conventional” 
team on this ward, the work is divided 
among the team members. Each student 
administers medicines to a group of 
patients. She works with the other team 
members, including the head nurse, in 
giving the necessarv treatments and in 


private rooms nurses’ 
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encouraging the patients to help them- 
selves as much as possible. She also ac- 
companies patients to physical therapy 
and occupational therapy sessions. 

The multiple sclerosis ward, where 
the students spend 16 hours during one 
week of their clinical experience, houses 
approximately 40 patients. The students 
work with the attendants in bathing the 
patients on the tray tub, making beds, 
giving incontinent care, and helping 
patients into wheel chairs. Complete 
bed baths are sometimes given by two 
students working together. The em- 
phasis in this nursing care is on pre- 
vention of further deformity and de- 
cubiti; teaching activities of daily liv- 
ing, if possible; and encouraging the 
patient by listening to him and spend- 
ing time with him. The student also in- 
creases her ability to understand non- 
verbal communication. 


Conference 


By attending the Medical Staff Con- 
ference, conducted every Friday from 
9:00 A.M. to 11:00 A.M., the student 
observes how the different disciplines 
work together as a team, how each con- 
tribution is necessary. Four or five 
patients appear in person at each con- 
ference, which is conducted by the 
medical director. All guests are intro- 
duced. 

Then the first patient is presented 
by the medical doctor, who gives the 
diagnosis and a brief history of the 
patient’s condition. The medical spe- 
cialists estimate the patient’s maximum 
phvsical recovery and the length of 
time that will probably be involved. 


The physical and ocgupational thera- 
pists. each nso the activities 
which the patient is able to do at pres- 
ent and tell what they hope to help him 
accomplish in the future. Before dis- 
missing the patient, the medical direc- 
tor asks him if he has any questions. 
These queries are answered as honestly 
as possible. Then the patient is thanked 
for attending and helped back to his 
room. 

After his departure, the team leader 
from the patient's unit discusses any 
nursing problems that exist. The psy- 
chologist covers the emotional aspects, 
as well as the testing results and voca- 
tional possibilities. The social worker 
brings up for discussion the home and 
family problems. If the patient is a 
child, the schoolteacher mentions his 
schoolwork progress. The public health 
nurse in charge of home-care planning 
asks for an estimated date of discharge 
and the probable amount of equipment 
needed by the patient when he goes 
home, for the required equipment may 
necessitate some reconstruction in the 
home. Sometimes the patient is 
scheduled to reappear before the con- 
ference group at a future date. Any per- 
son attending the conférence is free to 
ask questions or contribute any informa- 
tion that he wishes. By attending the 
conference, the student better under- 
stands how team work is necessary in 
successfully planning the total care of 
the patient. 

In summary, I wish to say that team 
nursing, as well as rehabilitation, can 
be taught in any hospital. But I believe 
it can be taught more vividly at Rancho 
Los Amigos Hospital than at the aver- 
age hospital, for three reasons: The 
hospital has a unit that is physically 
conducive to team nursing; many of the 
patients there require at least two 
people to administer the required nurs- 
ing care; and teamwork prevails 
throughout the institution. 
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Trapped by fire at work, this patient had fled 
through the flames to safety. Here is how 

three nurses helped to alleviate his pain 
and aided him to overcome his limitations 


and readjust to his former life. 


Ben was severely 


BURNED 


by VIRGINIA M. BRANTL, R.N. 


Associate Professor and Chair- 
man, Department of Medical 
Surgical Nursing, University of 
Texas, School of Nursing, 
Galveston, Tex. 


BILLYE JEAN BROWN, R.N. 


Instructor, Medical-Surgical 
Nursing, University of Texus 


BESSIE M. NEMEC, R.N. 


Instructor, Medical-Surgical Nurs- 
ing, University of Texas 
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EN Smith had been a steady worker 

at a local chemical plant for the 
past 10 years. He took pride in his 
job and was well liked by his fellow 
employees. Because he was always 
ready to assume more responsibility, he 
had recently been promoted to fore- 
man in charge of the plant’s new plas- 
tic production unit. 

July 9 was an ordinary day in Ben’s 
life—until 3:00 o’clock in the afternoon, 
when an uncontrolled fire broke out 
in the part of the plant where Ben was 
working. In his flight to safety through 
the flames, he was severely burned. 
The plant doctor was called immediate- 
ly and within 30 minutes Ben was in a 
near-by hospital. 

Ben lay quietly on the stretcher in 
the Emergency Room while the nurse 
removed as much of his clothing as 
possible. Some of it had adhered to 
the burned areas, especially about his 
arms, and it was necessary to soak 
these areas with sterile saline before 
the clothing could be removed. The 
doctor wrapped Ben’s hands in a posi- 
tion of function, leaving the other 
areas to be treated by the exposure 
method. Occasionally Ben would moan 
softly between ashen white lips. 

His entire face was very white, as 
were his hands, arms, ears, and neck. 
His eyebrows and eyelashes were singed 
off; so was the hair that had not been 
covered by his hat. His trunk was a 
deep pink color with blisters begin- 
ning to appear. The doctor estimated 
that the burns covered 30 per cent of 
Ben’s body surface. Most of the burns 
were second degree, but there appeared 
to be third degree burns extending over 
his head, neck, and arms. It was neces- 
sary to use his thigh to obtain his blood 
pressure and his pulse was counted 
by placing a sterile 4x4 square over 
the apex of his heart so that the stetho- 
scope would not touch his burns. 

His vital signs indicated that he was 


in shock and the doctors immediately 
began to calculate the amount of fluid 
replacement that would be necessary 
for the next 48 hours. The exact amount 
of fluid therapy for the first 24 hours 
was determined by using Purnell and 
Evans formula: body weight x per- 
centage of burned surface.’ Since Ben 
weighed approximately 75 Kilograms 
and his burns extended over 30 per 
cent of his body surface, the fluid re 
quirement of colloids (blood and 
plasma) would be 2,250 cc. In addition, 
2,250 ce. of electrolyte solution (nor- 
mal saline) and 2,000 cc. of five per 
cent glucose in water were ordered. 
The latter was given to provide for in- 
sensible water loss and_ satisfactory 
urinary output. Thus a total of 6,500 
ec. would be given in the first 24 hours 

For the next 24 hours, half the 
amounts of colloid and electrolyte solu- 
tions, 1,125 cc. of each, would be re- 
quired in addition to 2,000 cc. of five 
per cent glucose in water, for stabiliza- 
tion of renal excretion. His blood was 
typed and cross-matched in preparation 
for transfusions of whole blood. 

While the nurse was attempting to 
make Ben relatively comfortable on 
the stretcher, she noticed him looking 
at her with an uneasy, questioning look 
in his eyes. He asked apprehensively, 
“I'm going to die, ain't I?” The nurse 
replied, “Would you like to tell me 
why you feel this way?” 

“I have heard that you don’t feel any 
pain when you are dying, and I don't 
hurt anywhere except over my chest,” 
he answered, “but I know I am burned 
badly. Look, I can pull the skin off my 
arms where they are burned, yet it 
doesn’t hurt at all.” With this, he quick- 
lv pulled a piece of skin off his left 
forearm. Sensing his apprehension, the 


'T. G. Blocker, Jr., “Recent Advances in 
Treatment of Burns,” The Mississippi 
Doctor, (August, 1950), pp. 85-86 
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A nurse aujusis tne bed cradle, which will provide some measure of comfort to 
the patient by holding the bed linen away from the burned areas of his body. 


} 


r xplained to Was 


)Urse him that he 

yurned badly and the absence of pain 
indicated that the nerve end- 
ngs were burned. The doctor confirmed 
h Half accepted their 
xplanati mn he 


unned, only slowly realizing what had 


probabl 


issured, he 
appeared to be 
happen d to him. To ease the pain ove1 
chest, the doctor him 10 
nilligrams of morphine intravenously. 
analgesic by this 
oute of administration is rapid and 
effective 


Bens gave 


Absorption of an 


ws been found espec ially 
vhen subcutaneous tissue is not avail- 
ible tor injections. 

Just before Ben was to be transferred 
to the Burn Unit, his wife, Betty, ar 
rived. She was an attractive woman in 
her early thirties, and had been married 
to Ben nine years. Their two children, 
Junior, 8, and Mary, 6, were being cared 
for by neighbors in their mother’s ab- 
Betty’s first reaction to Ben’s 
ippearance was one of apprehension, 
1 reaction momentarily reflected in her 
But she immediately took com- 
mand of her emotions and she forced 
herself to hold back her tears and face 
the situation calmly. She knew Ben 


needed her by his side and she con- 


seCTICC 


eves, 


veved this message to him through her 
facial expressions. 

that Ben and 
his wife were happily married. They 
a home adequate for their 
of the surburban addi- 
tions, but as with most young married 
buying a home, they had 
only a small savings account. Ben spent 
most of his spare time with his wife and 
children and they often went for famil: 
Both he and his 


It was learned later 


lived in 


needs in One 


( ouples 


outings in their car 
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wife attended church regularly and 
participated church and 
community 


actively in 
activities. 


Burn Unit 


Ben was moved to the Burn Unit, 
accompanied by his wife. The doctor 
assured Mrs. Smith that she could re- 
main with her husband during the next 
few days. When Ben arrived on the 
ward he was placed on a bed with plas- 
tic protectors on the mattress and _pil- 
lows and which was made up with sterile 
linen. Sterile linen is used on the beds 
of freshly burned patients for the first 
18 hours of the postburn recovery phase. 
\ Posey bed cradle was adjusted on 
the bed to hold the linen away from 
the Additional _ prophylactic 
measures taken to prevent secondary 
infection were the administration of 
1,500 units of tetanus antitoxin (T.A.T.) 
after skin-testing and 300,000 units 
of procaine penicillin given immediate- 
ly and every 12 hours thereafter for 
10 days. , 

A Foley catheter was inserted and 
estimates of his output were recorded 
hourly to insure early recognition of 
any signs of retention or renal shut- 
down. Ben’s blood pressure, tempera- 
ture, pulse, and respiration were taken 
every two hours during the next eight 
hours. Any significant physiological 
change in his condition would be in- 
dicated by these signs. 

Ben’s wife made arrangements to 
stay with her husband during the night. 
Her presence there was comforting to 
him, he felt he was not completely 
alone in his fight for survival. Mrs. 
Smith, however, appeared frightened 


burns. 


by some of the equipment she noticed 
in the room. Ben’s hands had been 
placed in upright suspension position, 
utilizing infusion standards attached to 
the bed. The nurse sensed her reaction 
and explained to Mrs. Smith that Ben’s 
hands would not swell as much in this 
position and the gauze covering his 
hands would prevent him from moving 
his fingers. With his hands at rest, heal- 
ing would take place faster and in case 
he had some scarring of his hands, they 
would be in a functional position so 
that he could get some use out of them. 

Mrs. Smith seemed to understand 
and accept this explanation, but she 
was also concerned about the fluids 
that were being administered parenter- 
ally at Ben’s ankle by means of a “cut- 
down.” The nurse explained that Ben 
needed to replace the fluid he had lost 
from his tissues at the time he was in- 
jured and that the amount of fluid 
given was carefully recorded. The nurse 
would be alert also to note any infil- 
tration of the fluid into the tissues, es- 
pecially around the site of the “cut- 
down” needle. Mrs. Smith appeared 
more relaxed when she _ understood 
why the doctor had prescribed these 
treatments. During the first night, she 
cat-napped, half-consciously alert to 
Ben’s need for comfort. Ben himself 
had a fairly restful night because he 
was kept heavily sedated. 

The next day there was a striking 
difference in Ben’s appearance, the 
burned areas were dark in color and 
his arms and face were edematous. His 
swollen almost closed. He 
recognized the nurse, and speakin with 
some difficulty through puffed lips, 
asked, “Is the salt water I’ve been drink- 
ing causing me to swell?” 

The nurse told Ben that when the 
body is burned, generalized swelling 
of the burned areas occurs for a few 
days, and then gradually disappears. 
She explained why he was given salt 
water: “The doctor wants you to drink 
as much of this mixture as possible 
because it will prevent vomiting. I will 
cool it for you to make it more palat- 
able.” A mixture of four Grams of 
sodium chloride and 1.5 Grams of 
sodium bicarbonate dissolved in one 
liter of distilled water has also been 
found helpful in avoiding nausea, water 
intoxication, and cerebral disturbances 
in burn toxemias.? The solution is given 
usually for the first 48 hours only or 
during the acute phase of treatment. 


eves were 


First Pain 


Later the same morning, Ben com- 
20. J. Purnell and E. E. Evans, “Fluid 
and Electrolyte Requirements in Burns,” 
Symposium on Burns, Washington, D. C.., 
National Academy of Sciences, National 
Research Council, 1951. 
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plained of pain for the first time since 
admission and his wife asked the nurse 
if he could have a “needle.” While the 
nurse was administering his medication, 
Ben exclaimed, “Funny, I didn’t feel 
anything yesterday; now I am really 
hurting. Could it be because you turn 
me so often?” The nurse explained to 
Ben that he probably would have more 
pain in the less severely burned areas 
since they were more sensitive than 
those that were badly burned, and that 
he was turned every two hours from 
side to side to prevent bed sores in the 
areas not affected. In about 30 minutes 
most of the pain left. 

Pain is usually mest severe in the 
areas of second-degree burns until 
nerve endings in the areas of third- 
degree burns begin to regenerate. The 
process of regeneration usually occurs 
a few days after the initial injury and 
it produces a tingling sensation, some- 
times described by the patient as a 
feeling that the part had been asleep 
and was coming back to life. Since this 
sensation may continue for several 
weeks, patients frequently become 
anxious about it and need an adequate 
explanation of the cause for the sen- 
sation. 

By the third day of his hospitaliza- 
tion, Ben was feeling much better and 
eschars were beginning to appear over 
the areas of third degree burns on his 
head, neck, and arms. The frequent 
check of the vital signs and the use of 
parenteral fluids were discontinued; he 
no longer needed the retention catheter. 
After an examination, his physician 
felt Ben would probably lose his left ear 
and might have some contractures of 
his neck on the same side. 

Later, Ben’s wife and the nurse 
helped him to get out of bed for a few 
minutes and for the first time, he saw 
himself in the mirror. The exudate over 
the areas of second-degree burns had 
dried and crusts were beginning to 
form; Ben became very upset over how 
he looked. He was disturbed until an- 
other patient who had similar burns 
came to comfort him. Sharing his feel- 
ings of concern with the other patient 
helped somewhat, and he appeared 
more relaxed after the talk. Ben still 
was not aware that he would prob- 
ably lose his ear; the doctor told Mrs. 
Smith there was no need to tell Ben 
until it was certain. 

Ben’s wife was quite upset over his 
reaction to seeing himself for the first 
time. Out of Ben’s hearing, she asked 
the nurse what she might do to help 
Ben to overcome his feeling of depres- 
sion. And the nurse suggested that Ben’s 
minister might be a source of spiritual 
assistance to both of them, that per- 
haps she might arrange for a visit. 


With this advice, Ben’s wife left for 


a few hours, giving him the excuse that 
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she felt she should see how the children 
were and perhaps get some news of 
them to him. 

During Mrs. Smith’s absence, Ben’s 
minister came to visit him. He en- 
couraged Ben to talk out his fears and 
anxieties about his disfigurement and he 
left some spiritual readings, which he 
felt would help Ben to put his faith in 
God’s providence. As he was leaving, 
the’ minister promised he would be 
back again—perhaps at that time he 
could bring Ben up to date on the 
latest church project. After this visit 
the nurse noticed that Ben seemed less 
anxious. 

By the fourth day Ben was taking 
fluids well. He could not help himself 
because his hands were wrapped, but 
he drank a full glass of water each 
time his wife offered one—usually about 
every two hours. (She had taken great 
pride in being able to coax him to do 
this.) Ben remarked that the water 
tasted much better since there was no 
longer salt and soda in it. After the first 
few days, he took his high-protein diet 
and supplementary feedings well, his 
only difficulty arising from the pain 
of his burned lips when he ate. The 
nurse assigned to give morning care 
to Ben organized her assignment so 
that she could give him a bath before 
breakfast, since he enjoyed eating after 
bathing. She bathed his abdomen, legs, 
and back with soap and water and 
gave him a good back rub. 

As was mentioned earlier, Ben's 
burned, dry, and crusty lips interfered 
with the enjovment he usually derived 
from eating. The nurse put a small 
amount of detergent in a basin of 
sterile water and saturated a sterile 


4x4 gauze flat in the solution. She 
placed the sponge on Ben’s lips for a 
few minutes to loosen the crusts, then 
gently wiped his lips and around his 
mouth with the flat. This removed 
some of the loosened crusts and after 
two or three days, his lips looked clean- 
er and Ben declared that he was be- 
ginning to enjoy his food. His teeth 
were brushed daily with toothpaste, 
but no mouthwash was used since it 
was irritating to his lips. After com- 
pleting the daily bath, the nurse cleaned 
and made Ben’s room neat to add to 
his comfort. 


Operation 


Ben was taken to the operating room 
a week after admission for surgical ex- 
cision of the eschars that had formed 
and in preparation for autogenous graft- 
ing of some of the more severly burned 
areas on his arms. During the operation, 
the necrotic tissue of his ear was re- 
moved. Bulky absorptive dressings were 
then applied to the involved areas. 
These dressings were changed every 
one to three days until it was time 
for the grafting. An antibiotic solution 
was applied to the wound for three 
days prior to the grafting in order to 
reduce the amount of bacteria present 
in the ungrafted areas. The dressing 
was saturated at specific intervals with 
the prescribed chemotherapeutic agent. 

After surgery, the skin grafts were 
completely covered with a dressing, 
which was left on for several days. 
Then the skin grafts were exposed and 
only areas of granulation between the 
grafts were covered. The donor site 
on Ben’s thigh was covered with a layer 
of fine-mesh gauze and wrapped with 


The patient’s burned hands will not swell as much when placed in the upright 
suspension position. The gauze covering prevents him from movina his finaers. 
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pressure bandage; the pressure dressing 
was removed by the nurse on the ward 
12 hours after surgery. The donor site, 
covered with only the single layer of 
fine-mesh gauze, was left exposed to the 
air. Within 48 hours the exudate from 
the wound surface had dried, and the 
scab with the gauze incorporated in it 
acted as a protection for the wound. 
This crust desquamated spontaneously 
is the donor site healed. When Ben 
complained of postoperative pain at 
the donor site, he was given an anal- 
gesic 

The donor site had healed by the 
end of 10 days and Ben was given daily 
detergent baths in the Hubbard tank. 
Following the bath, the nurse on the 
ward examined the grafts carefully, 
ind with sterile bayonet forceps, opened 
iny small pustules that were present, 
being careful to remove only crusts and 
pustules and not to destroy new epi- 
thelial tissue. After debridement, small 
patches of sterile gauze impregnated 
with Furacin ointment were applied to 
ill raw, granulated areas to prevent 
infection and the loss of serum protein. 
\t first Ben, like most burned patients, 
did not like to watch this procedure, 
ind the burned area was 
screened from his view until he had 
grown accustomed to it. Later he be- 
came interested and liked to watch. 
Healing was progressing to the extent 
where he was able to observe it him- 
self; this seemed to encourage him. 

rhe protracted nature of his illness, 
with the ever present possibility of crip- 
pling effects or disfigurements makes the 
burned patient easy prey to discourage- 
Aware of this, the medical and 
nursing staffs were alert to anticipate 
ind combat and _ to 
help Ben achieve a cheerful, hopeful 
outlook. Confidence in the staff made 
it easier for Ben to express his feelings. 
The personnel, realizing it was impor- 
tant to aceept his feelings and fears, 
Ben that it 


most of 


ment 


discouragement 


issured 


was 
him to be concerned about his sep- 
iration from his family, his appearance, 


uid the dependent relationship fostered 
vy his physical disability. Important 
upport was provided by Ben’s minister, 
friends, and family, who played an im- 
portant part in helping him adjust to 
his injury and hospitalization. Getting 
acquainted with the family gave the 
staff the opportunity to give them emo- 
tional support and to enlist their help 
in meeting Ben’s needs. 


} 


After much persuasion, Ben agreed 
to transfer from his private room into 
the ward. At first he objected strongly 
to the move because, he explained, he 
did not want everybody in the ward 
staring at him, even though he did look 
like a freak without his ear. When Ben 
was first introduced to the patients in 
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natural for 


the ward, he seemed withdrawn. 
Gradually he took an active part in 
making conversation and before he 
knew it, he was one of the group. He 
was very surprised and encouraged 
when he realized that the patients 
seemed to like him and were not re- 
pelled by his appearance. Ben dis- 
covered another source of encourage- 
ment on the ward: A patient who had 
an injury similar to Ben’s had returned 
for reconstructive surgery. Ben kept 
asking him, “Now, honest, did the doc- 
tor really make that ear of yours?” 

Since both of Ben’s hands were in- 
volved, it was difficult to find suitable 
diversional activities for him. But after 
the bandages were removed from 
Ben’s hands, the physical therapist was 
able to teach him flexion and extension 
exercises for his fingers. Later she 
gave him a rubber ball to squeeze so 
that he could strengthen his grip. With 
the aid of the page turner devised by 
the occupational therapist, he was 
able to read his favorite detective 
stories without constant assistance from 
someone. Ben was genuinely surprised 
when a group of his friends from the 
plant presented him with a television 
set. He seemed proud of the gift, but 
even prouder that he had so many 
friends. 


The Children’s Reactions 


Ben’s wife had arranged to leave the 
children with her mother, so that she 
might visit Ben every day. Each time 
she brought stories about the children, 
and Ben proudly shared his letters from 
them with the other patients. As his 
condition improved, he was permitted 
to visit the children in the lobby of 
the hospital. After the first visit he 
seemed very depressed and concerned 
about whether the children had been 
horrified by his appearance. But he was 
laughing the next day when his wife 
reported that Mary had cut the ear 
off her favorite stuffed puppy so that 
he would “look like Daddy.” 

Ben’s minister continued to be a fre- 
quent visitor, encouraging Ben to par- 
ticipate in planning current church af- 
fairs. Ben was pleased to Jearn that his 
suggestion for raising money at the an- 
nual church picnic had resulted in a 
$100 increase over the previous year’s 
receipts. 

The social service worker came to 
see Ben as soon as he had recovered 
from the acute phase of his illness. She 
introduced herself and assured Ben that 
she was available should he need her. 
Although Ben was somewhat concerned 
about his financial status, he felt that 
the workmen’s compensation he was 
receiving and his small savings account 
would meet the current expenses of his 
family. Fortunately Ben’s work at the 


plant did not require manual dexterity; 
therefore, he would be able to return 
to his former job. His employer assured 
him that his position aaa be available 
when he returned to work. 

Well in advance of Ben’s dismissal 
from the hospital, the nurse demon- 
strated the procedures for the detergent 
bath and debridement to his wife and 
allowed her to assist with these pro- 
cedures in the hospital. Mrs. Smith ap- 
preciated these periods of supervised 
practice; she learned where to purchase 
supplies and how to sterilize equipment 
to be used. She was permitted to set 
her own pace in learning to care for 
her husband and ghe gained confidence 
in her ability to debride loose crusts 
following the daily bath and to apply 
impregnated vaseline gauze skillfully 
to raw surfaces. There was also time 
to plan menus, which included high- 
protein foods with vitamin supplements. 
Mrs. Smith learned how to carry out 
exercises which the physical therapist 
had prescribed for Ben’s fingers, since 
continued exercise at home would be 
necessary. The plant’s nurse was en- 
couraged to participate in the planned 
conferences with Mrs. Smith. During 
discussions with the doctor and nurses, 
the plant’s nurse acquainted herself 
with the tentative plan of therapy pre- 
scribed for Ben. This enabled her to 
evaluate Ben’s needs and plan with 
his wife for continuing good nursing 
care at home. 


Back at Work 

Ben is working now in his old job 
after an absence of four months. His 
work helmet hides his disfigured ear; 
some conrtactures remain on the left 
side of his neck. His hands and arms, 
however, have healed nicely and there 
is little evidence of scar tissue left. Ben 
is still under the care of his physician 
and soon will be readmitted to the 
hospital for reconstructive surgery on 
his ear. He still continues his exercises, 
especially extension and flexion of his 
fingers, and is gradually regaining his 
hand grip. Although Ben realizes he has 
some limitations, he has readjusted to 
his former life almost completely. He 
is accepted by his family and friends 
and—at least outwardly—he no longer 
appears sensitive to a stranger's first 
glimpse of him. He has continued his 
interest in church and community af- 
fairs. 

Ben’s story does not end here, nor 
will it end for some time to come. Al- 
though he will require more surgery 
in the future, Ben feels that each tem- 
porary separation from his family and 
friends will mean one step forward 
until his final goal is reached—when a 
new acquaintance will notice nothing 
distinctive about him and will accept 
him at first glance. 
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hy Use 


ommunity Health Agencies? 


HE answer to the question, “Why 

use community health agencies?” is 
a rather obvious one. These agencies 
offer valuable, useful services that have 
been developed to meet the needs of a 
community or of a special group in the 
community. Many services are provided 
free of cost, others are available at a 
nominal cost. The official and voluntary 
community health agencies are in busi- 
ness to serve. 

Since this is true, why are there so 
many occupational health nurses who 
do not know about and use these serv- 
ices, and why can’t they help workers 
to know about and to use them? There 
is no one answer to these questions. 
Many nurses know and use the agen- 
cies as sources of health education ma- 
terials and refer workers or their fam- 
ilies to them for their special services. 
Perhaps the nurses who do not take 
advantage of the many and varied serv- 
ices of the community health agencies 
do not realize that helping workers to 
solve problems and that the planning 
and carrying gut of health education 
programs are nursing functions. All too 
often nursing is thought to be merely 
giving bedside care to the sick. 

Most of us learned to be a nurse in a 
hospital setting. We had little or no 
contact with people in community 
agencies except those working in a hos- 
pital. Taking care of sick people is an 
important nursing function, but of 
equal importance is helping them to 
stav well. 

Motivating workers to want to and 

know how to conserve and to pro- 
mote their own and their families’ 
health is a major occupational health 
nursing activity. It is one that the nurse 
cannot do alone. The more she knows 
about resources and aboft how to help 
pe ople to use them, the mofe effective 
she is as a member of the*¢éccupational 
health team. j 

Back in the 17th century, a poet 
wrote, “So much one man can do that 
does both act and know.” How true 
this is. In order to act, the nurse must 
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be able to identify her own needs and 
those of the workers. For example, 
when planning a health education pro 
gram, it is important to put down what 
you hope to accomplish. Only then can 
you list what tools you need. Perhaps 
the company’s health education com- 
mittee would like to have the women 
workers learn about the health habit of 
breast self-examination. There is a very 
good movie that explains this proce- 
dure, which, along with many other 
films, is available free from your local 
Cancer Society. A projector and some- 
one to run it are also available. 

How do you find this out? By a tele- 
phone call to the nearest Cancer So- 
ciety—or better still, a visit. Then you 
can explain about your program, what 
vou hope to accomplish, what help you 
need. While at the office of the com- 
munity agency, you can find out about 
its program, including the health edu- 
cation materials available and other 
seryices, such as the free dressings that 
are available to cancer patients. 

Later, when someone asks you how 
to get an appointment for an examina 
tion at the Cancer Detection Clinic, 
you will know whom to call, because 
you have started a section on Com- 
munity Resources in the department's 
Nursing Policy and Procedure Manual. 
It is a good idea to keep this up to 
date with telephone numbers and the 
names of persons to contact. 

As you gather information about the 
different agencies, list the services they 
offer, who may use them, and what 
procedure is to. be followed. Many 
agencies have promotional folders that 
explain their services; they will be glad 
to send them to you so that you may 
have them on file. 

There’ are many different agencies. 
The official agencies provide the tax- 
supported programs. The local health 
department is responsible for proteeting 
the health ef the people in the com- 
munity. This is where you would turn 
for help. with sanitary problems con- 
cerning food service and water supply. 


and also for information on immuniza- 
tion programs. 


Many Services 


The state Department of Health 
offers a wide variety of services. The 
Bureau of Industrial Hygiene stands 
ready to help with industrial hygiene 
and other occupational health problems. 
This agency is an advisory group. Con- 
sultation is most effective when the 
person needing help asks for it. The 
nurse and the doctor in the occupa- 
tional health department in the indus- 
try have the responsibility for the scope 
of the program and the services pro- 
vided. Having someone from the out- 
side, either from the state Department 
of Health or from the insurance com- 
pany, come in to explore your problems 
with you and to offer possible solutions 
can be most helpful and usually results 
in a more active program. 

question often asked is, “Will 1! 
make trouble for myself by asking in 
the state health people?” The answer is, 
“Not if you are interested in bette: 
health.” The Bureau of Industrial Hy 
giene personnel are taught to be prac 
tical and rst pr and they, like you, 
are interested in protecting the health 
of the sien sada 

The Bureau of Public Health Infor 
mation of the state Department of 
Health is an excellent source of help 
with health education programs; it sup 
plies pamphlets, posters, films, and 
well-written short health articles that 
can be printed in company organs. 

The voluntary agencies are almost 
endless. These are the ones that are 
supported by contributions. The Tu- 
berculosis Association, Cancer Society, 
and Heart Association are three that, 
although disease-centered, have verv 
active early diagnostic and prevention 
programs. The Family Service Agencies 
offer case work service for people with 
problems. The Mental Health Associa- 
tion, in addition to providing health 

(continued on page 33) 
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Senior nursing students at 


Alverno College are now attending a 


VITALIZED 
NURSING SEMINAR 


by SISTER M. CLAUDINE, O.S.F., R.N. 


Instructor in Maternity Nursing, Alverno College, 
Department of Nursing, Milwaukee. Wisc. 
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Sister M. Claudine, O.S.F., R.N., in the center, discusses some problems of the nursing seminar with the faculty and students. 


FINHE decision this year of the Al- 
nursing instructors 
to vitalize the senior nursing seminar 
a stimulating project for 


verno ( ollege 


resulted in 
the fac ulty 
seminar was undertaken because of the 
apparent need to integrate all previ- 
ously studied areas. Supplementing this 
need was the desire to make the semi- 
challenge to the stu- 


[he reorganization of the 


nar an enyo' abl 
dents 

A working committee, appointed for 
the purpose of formulating objectives 
from all faculty 
members regarding organization, meth- 


ind obtaining ideas 
od of presentation, and responsibility 


of students and faculty, drew up the 
following list of objectives: 
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To identify and define problems 
in life situations which may con- 
front the students. 

To assist students in deepening 
and broadening their power to 
recognize problems and _ solve 
them. 

To promote independent think- 
ing and prudent self-expression. 
To exchange facts, reinforce each 
other’s thinking, and attempt to 
form a sound plan of action. 
To deepen student appreciation 
for group spirit and co-operative- 
ness by joint study, discussion, 
and the solution of problems. 
To ‘supplement and unify the 
aréas of learning and experience 


already encountered, so that the 
student can more effectively 
meet the patient’s needs in his 
family and social setting. 
To introduce students to meth- 
ods of scientific analysis and 
techniques of research as prepa- 
ration for graduate activity. 
After much animated discussion re- 
garding the manner of presentation, the 
instructors decided to use a practical 
problem approach. This involved re- 
creating family  situations—including 
nursing of children, maternity nursing, 
and the medical, surgical, and psychiat- 
ric aspects. After the instructors in 
each area had listed eight common con- 
ditions which thev would like to have 
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the students discuss, the committee 
compiled a chart. From this guide, the 
various instructors began composing 
situations. So that all matters would 
be related to the total picture, provi- 
sion was made for the inclusion of 
fundamentals of nursing, pharmacology, 
diet therapy, medical ethics, profes- 
sional relationships, and legal problems. 

The first situation was geared to nor- 
mal, happy families and the problems 
that might confront them; the other 
situations became increasingly complex. 
In order to understand the comprehen- 
siveness and the possible areas to be 
included, let’s look at a set of prob- 
lems outlined for discussion at the sem- 
inar. 

The presentation of the problem 
relates the story of Joseph Preston, 
26, an all-round American boy, who 
had just arrived home in Chicago 
from overseas duty with his young 
Japanese wife, Ann Kathryn. They 
had met in Tokyo, where Ann Kath- 
rvn had become a Catholic before 
their marriage. Ann was 21, could 
speak English quite well, was hap- 


py to be in America, and was ex- 
pecting her first baby in five months. 

Joe and Ann Kathryn went to live 
with Joe’s parents, since he was 
their only son and they needed his 
help. Joe’s father, John Preston, 46, 
the president of a bank, was confi- 
dent in the assistance of his son at 
work. More and more, he delegated 
responsibilities to Joe. Recently he 
had not felt up to his usual energetic 
self and he told Joe that the family 
doctor informed him that he suf- 
fers from chronic pernicious anemia. 

At this point, there should be a 
general discussion of the medical as- 
pects of pernicious anemia. 

Joe’s mother, Elizabeth Preston, 
44, was extremely happy to have her 
son home. She had been somewhat 
disconcerted at the news of his mar- 
riage, for she had her heart set on a 
friend’s daughter as the wife of her 
son. Nevertheless, she was deter- 
mined to make the best of it and ac- 
cepted Ann Kathrvn in her home. 
Both she and her husband went out 
of their way to redecorate the up- 


stairs to make it nice for the young 

couple. 
After explaining that Ann Kathryn had 
applied for United States citizenship, 
the instructor will lead the group in a 
discussion of the procedure for citizen- 
ship—legal settlement, birth certificate, 
etc. 


Sudden Pain 

Ann Kathryn was 8% months preg- 
nant when one night she was awak- 
ened by a sharp, sudden pain in the 
abdomen. She called Joe and they 
decided to call the doctor, who told 
them to go to the hospital at once. 
By the time they arrived at the hos- 
pital, Ann was having severe pain 
and some dark red bleeding. 

This new development presents 
an opportunity to discuss maternity 
aspects: abruptio placentae, caesar- 
ean section, and still birth. During 
the discussion, the instructor reveals 
that surgical hysterectomy was nec- 
essary for Ann. ; 

Joe’s mother had been looking 
forward to her little grandchild and 


Before getting into a general discussion of a diabetic patient, Sister M. Amandus, O.S.F., R.N., an instructor in medical-surgical 
nursing, and students Mary Alesci, Mary Lovise Johnson, and Mary Ann Reitz investigate the medical aspects of diabetes. 
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vas broken-hearted at his death. She 
had difficulty adjusting to this, and 
also to the fact that Ann Kathryn 
would not be able to have any other 
children. Mrs. Preston had previous- 

had periods of depression and had 
been hospitalized 20 years ago for 
aggressive behavior. This latest dif- 
ficulty seemed to be more than Mrs. 
Preston could cope with. She be- 
came more and more depressed and 
had frequent crying spells. Here the 
group considers the problem of the 
patient with a passive and aggressive 
pattern of behavior. 

Joe and Ann Kathryn placed their 
ipplication for adoption of children 
s soon as Ann obtained U. S. cit- 
izenship. Even though they were un- 
ible to have children of their own, 
they were determined to have a 
large family. Very accidentally, they 
became an interracial family. 

George was the first little boy 
they received. They were so happy 
to get him and learned to love him 
very quickly; he made their home 
complete. When George was about 
two months old, they began to notice 
that his skin was becoming dark. 
Soon they realized that he was a 
Negro baby. They could not bear 
to part with him, and felt that they 
could still love him and give him a 
good family life and education. 

They consulted their pastor, who 
was a good friend, and also the Cath- 

olic social worker. All agreed that the 
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social pressures and racial differences 
for George would be no greater than 
in any other situation that he would 
likely get into. Later, when Joe and 
Ann were considering the next child 
for adoption, they hit upon a plan 
of establishing an international home 
and taking children of different races 
and nationalities. As a result, they 
got Nicki, a little Japanese boy; 

Torhild, a Norwegian girl; and Ma- 

ria, a Mexican girl. At this time, the 

ages of the children were: five years 

George), three years (Nicki), a 
year and a half (Torhild), and three 
months (Maria). 

Adoption, racial and cultural pat- 
terns and differences, family and so- 
cial problems and adjustments, and 
spiritual problems and aspects are 
topics for a discussion at this point. 
When later it is revealed that Nicki 

had nephrosis, the talk centers on chil- 
dren thus afflicted. 

To accompany each basic situation, a 
student guide was compiled. It was de- 
signed to help the student chairman in- 
clude all aspects as she directs the dis- 
cussion. Again, each instructor con- 
tributed to the guide by listing the 
points to be covered in her respective 
area. 

The next step was the formation of 
the teacher guide, which amplified the 
points listed on the student guide and 
served as resource material for any 
teacher conducting the seminar. Ma- 
terials relating to a situation were col- 





lected for a file, which is available to 
all faculty members. 

Many technical problems that arose 
have been solved; others will appear as 
this seminar method is put into prac- 
tice. It was first believed that one in- 
structor could conduct the seminar, 
but as it grew in depth and breadth, it 
seemed advisable that all nursing in- 
structors should be present as resource 
persons in their particular area. As their 
interest grew, the nursing instructors 
realized that their presence at the ses- 
sions would be an enriching means of 
inservice education. 

In order that every student may par- 
ticipate more intelligently, it is essen- 
tial that she have a copy of each situ- 
ation. Two weeks in advance the chair- 
man should be given her assignment. 
This involves assuming responsibility 
for chairmanship, delegating responsi- 
bility, and conducting the presentation 
of the seminar. It is hoped that the re- 
organized seminar will provide excel- 
lent opportunities for research, utili- 
zation of current literature, and corre- 
lation of all areas of nursing with re- 
lated ' fields. 

The vitalized seminar is now being 
implemented in the classroom at 
Alverno. Revisions and improvements 
are anticipated after the experimental 
course with the first group. If Alverno 
senior students become as stimulated 
by this seminar course as the Alverno 
nursing faculty have been, the outcome 
should exceed the effort expended. 
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DRUG THERAPY 


by JOAN SARVAJIC, R.N. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


Recognition and Management of Spontaneous Abortion 


Although the term “abortion” suggests to the layman a crim- 
inal interruption of pregnancy, the term is used medically to 
describe the termination of a pregnancy at any time before the 
fetus has attained a stage of viability. 

Abortion is divided into two main classifications: spontaneous 
and induced. Spontaneous abortion is the termination of a con- 
ception through natural causes, without the aid of mechanical 
and medicinal agents. Induced abortion may be subdivided into 
therapeutic or criminal. The instrumental termination of preg- 
nancy because of some grave maternal disease which would 
make continuation of gestation extremely hazardous to the 
mother is therapeutic abortion, whereas criminal abortion is the 
termination of pregnancy without medical and legal justification. 


Incidence and Etiology 


Approximately 10 per cent of all pregnancies terminate in 
spontaneous abortion. Of these, 75 per cent occur during the 
second and third months of pregnancy. During the early months 
of pregnancy, spontaneous expulsion of the ovum is nearly al- 
ways preceded by the death of the fetus. For this reason, the 
consideration of the etiology of early abortion practically resolves 
itself into determining the cause of fetal death. In the later 
months, the fetus is frequently born alive, and other factors must 
be sought to explain its expulsion. 

Fetal death may be caused by abnormalities occurring within 
the ovum itself, abnormalities of the generative tract, or to 
systemic disease of the mother and, occasionally, the father. An 
important argument against the role of trauma in causing spon- 
taneous abortion is the fact that most spontaneous abortions 
occur six weeks or so after fetal death; if trauma were the cause, 
it would not be a recent incident—it would have occurred ap- 
proximately six weeks before the abortion. 

As far as the pathology is concerned, the most frequent lesion 
in spontaneous abortion is hemorrhage into the decidua basalis, 
followed by necrotic changes in the tissues adjacent to the bleed- 
ing. This in turn sets up an inflammatory reaction. Because of 
the hemorrhage and necrosis, the ovum becomes detached, in 
part or whole, and acts as a foreign body in the uterus, eventually 
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initiating contractions which result in its expulsion. The death 
of the embryo is primary, the decidual hemorrhage secondary. 


Clinical Aspects 


The clinical aspects of spontaneous abortion are most con- 
veniently discussed under five subgroups: threatened, imminent, 
inevitable, incomplete, and missed. 

An abortion is presumed threatened when any bloody vaginal 
discharge or et vaginal bleeding occurs during the first 20 
weeks of pregnancy, and a threatened abortion may be ac- 
companied by mild, menstrual-like cramps or backache. The 
bleeding of threatened abortion is frequently slight; it may per- 
sist for many days or even weeks, and at times it is fresh and 
red in color. When the discharge is made up of old seeping blood, 
the color is a dark, dirty, brown. A truly threatened abortion is 
frequently accompanied by either lower abdominal cramps or 
persistent backache—or both. 

In considering the treatment of threatened abortion, an arbi- 
trary classification is made of those with vaginal bleeding and 
no pain and those with vaginal bleeding and pain. 

When there is vaginal bleeding but no pain in early pregnancy, 
the patient must notify her physician immediately. He will advise 
absolute bed rest, a light diet, and caution against straining at 
the stool. The patient will be advised to save for the doctor’s 
inspection the perineal pads and all clots and tissues she may 
pass. If she is apprehensive, one-half grain of phenobarbital is 
prescribed, and a stronger sedative such as seconal or nembutal 
is prescribed for bedtime. 

If the bleeding diminishes or disappears within 48 hours, the 
patient is allowed out of bed, but must not go up and down 
stairs for at least 24 hours. She is cautioned to limit her activi- 
ties for another two or three days. Coitus is interdicted for two 
weeks following the last bleeding. If the bleeding continues un- 
changed after 48 hours of bed rest, the physician should explain 
to the patient that she may abort, and if this is so, little can be 
done to prevent it. Continued bed rest simply postpones the 
inevitable. But if the bleeding is of a benign variety, its con- 
tinuance is not grave. In either instance, getting out of bed is 
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indicated, for if abortion is threatened, getting up may precipitate 
the issue and save wasted days of inactivity. This apparently 
radical procedure is dictated by the fact that most abortions are 
germ plasmic in origin, and it is a conservative act to get them 
over promptly. 

If the bleeding is benign, getting up will not cause abortion. 
Exposure of the cervix may reveal a cervical polyp or erosion as 
the source of blood; either may be safely treated in early 
pre gnancy. : 

If there is vaginal bleeding accompanied by pain in early 
pregnancy, the bleeding usually begins first. The pain may be 
anterior and clearly rhythmic, simulating diminutive labor pains, 
or it may be a persistent low backache associated with a feeling 
of pelvic pressure. It may also be a dull, midline, suprasymphysial 
discomfort, accompanied by urinary frequency and co 
over the uterus. Regardless of the form of the pain, the prognosis 
is poor for continuation of the pregnancy. 

Usually when abortion threatens to this extent, it progresses 
to the stage of imminent abortion and finally to abortion itself. 
Some threatened abortions do go through a normal pregnancy, 
however, and therefore it may be worthwhile to save the preg- 
nancy. Again the patient is ordered to bed and she may take 
1 teaspoon of paregoric pending the doctor’s arrival. An ice cap 
is usually placed on the lower abdomen. If the doctor finds the 
bleeding slight and the cervix undilated, he may give the patient 
one-quarter or one-sixth grain of morphine; the paregoric is 
repeated every six hours for 24 hours. By the end of this time, 
the process either will have progressed to the stage of imminent 
ibortion or the pains will have disappeared. 

In the latter instance, the patient is then treated like a case 
of vaginal bleeding without pain. Progesterone and Vitamin E 
therapy may be added to the regimen, and doses of 10 mg. of 
progesterone are injected intramuscularly twice during the first 
day, then every other day for one week. Pregeninolone, 50 mg. 
by mouth, may be used instead of injections if desired. If Vita- 
min E in the form of mixed tocopherols is available, 40 mg. 
may be given by mouth daily until fetal movements appear, 
However, the efficacy of these two therapeutic agents in pre- 
venting a truly threatened abortion from progressing to actual 
ibortion is still unsettled. 

Even with bed rest, slight hemorrhage may persist, making it 
necessary to determine whether there is any possibility of the 
pregnancy continuing. If two consecutive determinations of 
chorionic gonadotropm on the blood or urine are negative, it 
can be assumed that the outlook is hopeless. Positive findings, 
however, simply indicate that there is living trophoblast present, 
und offers little, if any, aid in determining whether the fetus is 
alive. If, at the end of several weeks, the physician is convinced 
that the uterus has not increased in size, or has become smaller, 
the fetus is conceded to be dead. Increase in the size of the 
uterus indicates the fetus is probably alive. 


Imminent Abortion 


\n imminent abortion is marked by copious vaginal bleeding, 
often including the passage of clots. This is accompanied by 
severe cramp-like abdominal pain caused by uterine contractions. 
\fter the cervix dilates, it is extremely rare for the pregnancy 
to be completed. These patients are hi spitalized, and immediately 
upon arrival they are typed and cross-matched in preparation 
tor possible transfusion. If the bleeding is not profuse and pain 
not severe, temporization is employed by administering nied 


’ 


to the patient and awaiting developments. 


line 
When bleeding and pain persist unabated for six hours, some 
: 


physicians encourage abortion with the injection of 0.5 ml. of 
Pitocin every half hour for three hours. The nurse should save 
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tissues passed by the patient so that the physician may study 
them. He will determine whether the abortion is complete and 
whether it is caused by germ plasm defects or some other factor. 
If the patient has no fever and Pitocin does not result in abortion, 
a dilatation and curettage is usually performed. Intravenous 
pentothal sodium anesthesia is ideal for this procedure, since 
anesthesia and not complete muscular relaxation, is the primary 
requisite. 

If the patient has a fever, a D and C operation cannot be done 
until the patient has been afebrile for 72 hours. Penicillin therapy 
is of great value in infected cases. 

Inevitable abortion is indicated by the rupture of membranes 
in the presence of cervical dilatation; abortion is certain to occur. 
If, in early pregnancy, the sudden discharge of fluid (suggesting 
rupture of the membranes) occurs before any pain or bleeding, 
the patient is put to bed and carefully observed. If after 48 
hours there is no further fluid discharge and no bleeding or pain, 
the patient is advised to stay in bed for about 48 hours more 
and then get up and continue her usual activities. 

When the gush of fluid is followed by bleeding and pain, or 
if pain and bleeding have already begun before the discharge, 
abortion is inevitable. This patient should be hospitalized, 
matched for possible transfusion, and given Pitocin injections. 
If the drug is ineffective, curettage is usually performed. 


Incomplete Abortion 


When the placenta—in whole or in part—is not ex elled, bleed- 
ing, the only symptom of incomplete abortion, will occur. Since 
bleeding is frequently profuse, shock may result. These patients 
must be hospitalized, and typed and cross-matched in prepara- 
tion for a blood transfusion. If the patient is afebrile, the re- 
tained tissue is removed promptly. 


Missed Abortion 


In a missed abortion, the fetus of an early intra-uterine preg- 
nancy is retained for two months or more after its death. In 
typical cases, the first few months of pregnancy are completely 
normal, and when the ovum dies, there may be vaginal bleeding 
or even symptoms denoting a threatened abortion. It can then 
be noted that the uterus does not increase in size and that the 
breasts actually decrease in size. 

The safest treatment for missed abortion is simply to wait for 
nature to take its course, which finally results, in the majority 
of cases, in a normal, spontaneous abortion. Although the patient 
and her relatives may request interference, the wise physician 
will refuse, since dilatation and curettage are more difficult in 
these cases and are fraught with a greater likelihood of uterine 
perforation. The old concept that these patients absorb toxic 
products from the products of conception is without foundation, 
and any symptoms which suggest this genesis are probably the 
result of the psychologic reaction of the patient. In a study of 
30 cases of missed abortions, Fischer nal pa maternal morbidity 
of 16 per cent in the cases of operative interference, while those 
managed conservatively were free of morbidity. 


Bibliography 


Eastman, N. J., Obstetrics, 11th ed. New York, Appleton-Century- 
Crofts, Inc., 1956. 

Fischer, J. J., “Missed Abortion.” Obstetrics and Gynecology, Vol. 
1 (1953), p. 529. 

Warkany, J., Prophylaxis in Gynecology and Obstetrics. Geneva, 
Georg and Company, 1954. 


NURSING WORLD 


O 





O 








PROGESTERONE 


HORMONE 





DESCRIPTION: Progesterone is a_ steroid produced by the 
corpus luteum of the ovary. Because it cannot be isolated in 
large amounts from ovarian tissue or other natural sources, it 
must be synthesized from related compounds. 


ACTION AND EFFECTS: Progesterone, secreted by the corpus 
luteum during the second half of the menstrual cycle, acts upon 
an endometrium already prepared by estrogen and induces the 
secretory or progestational phase of the cycle. If pregnancy oc- 
curs, continued secretion of progesterone is essential for its 
normal course. During the last two trimesters of pregnancy, large 
amounts of progesterone—believed to maintain the uterus in a 
quiescent state during pregnancy—are secreted by the placenta. 
The hormone also contributes to the acinous and lobular growth 
of the breast. 


USES: In certain cases of habitual abortion, the physiological 
defect appears to be a failure to adequately synthesize proges- 
terone in the placenta. Under these circumstances, hormonal 
substitution therapy is indicated. 

A careful study of many cases of functional uterine bleeding 
reveals a hyperplastic nonsecretory endometrium. Functional 
bleeding of this nature responds to progesterone therapy. 

Progesterone is also used with estrogens to treat amenorrhea. 
When used in the treatment of dysmenorrhea and after-pains 
following parturition, the progesterone therapy is based upon 
the belief that pain is due to abnormal uterine motility and that 
progesterone helps to keep the uterus quiescent. 


PREPARATIONS: Progesterone, U.S.P., is a white, crystalline, 
stable powder. It is insoluble in water, sparingly soluble in 
vegetable oils, and soluble in alcohol, and is marketed under a 
variety of trade names, in oily solution containing between 1 and 
25 mg. per milliliter. A suspension of crystalline progesterone in 
saline and progesterone buccal tablets, U.S.P., are also available. 


Available market forms contain 10 mg. of hormone. 

Ethisterone, U.S.P., has physical properties similar to proges- 
terone, and is marketed in oral tablets of 5 or 10 mg., often under 
trade names such as Pranone and Progesterol. Nonproprietary 
chemical synonyms are ethinyl testosterone, and pregneninolon 
It is always administered orally. 


DOSAGE AND ADMINISTRATION: Although progesterone is 
ineffective after oral ingestion, the compound is active following 
intramuscular injection or sublingual administration. Intramuscu- 
lar absorption can be somewhat delayed by the use of suspensions 
of the hormone in aqueous vehicles. Ethisterone is absorbed from 
the gastrointestinal tract and reaches the systemic circulation in 
an active form. 

In functional uterine bleeding, progesterone is administered 
for seven days—and repeated at 28 day intervals—to create a 
secretory endometrium. Ethisterone is effective in oral daily dose 
of 30 mg. 

In amenorrhea more physiological endometrial changes can 
be obtained if a compound with progestational activity is given 
during the last five to seven days of estrogen administration. The 
orally active ethisterone is conveniently used in a daily dosage of 
approximate ly 25 mg. 


TOXICITY: Although there have been no reports of toxicity 
resulting from overdosages of progesterone, patients with hepatic 
disease are poor candidates for this drug, since proge sterone is 
probably degraded metabolically by the liver. 


PRECAUTIONS: With the use of hormones, many previously 
sterile patients may become fertile. However, such patients must 
be informed by the physician and nurse in advance that even the 
high cost of hormone therapy is not always the answer to pre- 
venting habitual abortion or correcting amenorrhea and 
dy smenorrhe 1. 





THIOPENTAL SODIUM 


ANESTHETIC 





DESCRIPTION: Thiopental sodium is a barbiturate which has 
an ultrashort hypnotic action. 


ACTION AND EFFECTS: Thiops ntal sodium causes a depres- 
sion of the cerebrospinal axis, the cerebral cortex and the 
reticular activating system being the most sensitive to the effects 
of this barbiturate. The cerebellar, vestibular, and spinal systems 
are less sensitive; the vital medullary systems concerned with 
respiration and circulation are least sensitive. 

After thiopental sodium is administered intravenously, the 
anesthetic stages follow the pattern of general anesthetics. The 
patient appears to fall asleep quite suddenly during the course of 
a fairly rapid injection, sometimes in the middle of a conversation. 
The stage of surgical anesthesia is characterized by diminution 
or disappearance of superficial and deep reflexes; constricted or 
normal pupils and fixed eyeballs; relaxation of the pharyngeal 
structures with the tongue falling backward; and shallow respira- 
tion and a fall in blood pressure, especially marked in patients 
with hypertension. The safest indication of the depth of anes- 
thesia is the degree to which respiration is depressed, since ab- 
dominal relaxation may prove inadequate, even in deep anes- 
thesia. 

Recovery is sometimes characterized by an initial period of 
restlessness, during which the patient may be irrational and 
hyperactive. 


USES: Thiopental sodium is the most frequently employed 
ultrashort-action barbiturate, and has been employed alone or 
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in combination with other anesthetics for nearly all types of 
minor and major surgery. When used alone, it is most effective 
for procedure s of relatively short duration in which there is no 
need for much muscular relaxation. It is frequently used in com- 
bination with such other agents as ether, nitrous oxide, cyé lopro- 
pane, spinal anesthesia, regional anesthesia, and curariform 
agents. These combinations permit the safe use of intravenous 
barbiturate anesthesia for many operations in which the use of 
thiopental sodium was formerly believed to be contraindicated. 
In addition, the drug can be satisfactorily employed for induc- 
tion anesthesia, 

Thiopental, administered intravenously, has also been found 
of value in changing painful dressings, removing sutures, manip- 
ulating fractures, and in pneumo-encephalography. It is used to 
allay fear, overcome resistance, and decrease the risk of fractures 
and other injuries incident to induced seizures for psychiatric 
patients undergoing electroshock treatment. 


PREPARATIONS: The official U.S.P. preparation is thiopental 


si dium 


DOSAGE AND ADMINISTRATION: Thiopental sodium—usual 
ly a 2.5 per cent solution—may be administered intravenously by 
the intermittent syringe or the continuous-infusion method 
Induction should be performed slowly. The initial amount needed 
to induce anesthesia is usually 100 to 150 mg., given within 15 
seconds and repeated after one minute if necessary. Supplements 
(continued on next pag 
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of 75-100 mg. every five minutes are given as needed to main- 
tain anesthesia. The total dose employed during the course of an 
ordinary operation averages between 1 and 1.5 Gm. 


TOXICITY: Because thiopental is a potent respiratory depres- 
sant, care must be taken to avoid hypoxia: A patent airway 
should be maintained at all times. At the least suggestion of 
yanosis, oxygen should be used; in fact, oxygen inhalation is 
frequently used throughout the procedure. Atropine or scopola- 


mine is usually administered beforehand to prevent laryngospasm, 
bronchiolar constriction, hiccough, sneezing, and cough. 


PRECAUTIONS: There are numerous contraindications to the 
use of intravenous barbiturate anesthesia. Such a drug should 
not be used in the presence of severe wounds, shock, cardiac 
disease, tumors or infections of the neck which encroach on the 
lottis or trachea, intracranial surgery, anemia, debilitation, and 
Jiminished respiratory exchange. 





PITOCIN 


HORMONE 





DESCRIPTION: Pitocin, known generically as oxytocin, is a 
terile, aqueous solution of the oxytocic principle (alpha-hypo- 
of the posterior pituitary gland. It is substantially free 
trom pressor ac tivity 


ph Limite 


ACTION AND EFFECTS: Pitocin stimulates contraction of 
terine musculature and increases the tone of the uterus as a 
result of its direct action on the myometrium. It is used in ob- 
tetrical practice to avoid elevation of blood pressure caused by 


the pressor factor present in unfractionated posterior pituitary 

extracts. Its low protein content and lack of impurities minimize 
»ossibility of any systemic reaction. 

USES: Pitocin is used in postpartum hemorrhage caused by uter- 


itony, in the third stage of labor, in induction of labor, in 

e first and second stages of labor when there is uterine inertia 

r abruptio placentae in absence of mechanical obstruction. An- 

other use is found in the case of a caesarian section, where it is 
used to facilitate suturing of the uterine wall. 


PREPARATIONS: Pitocin is marketed in ampules of 0.5 cc. 
itaining 5 units and in 1 ce. or 10-unit ampules. It is standard- 


ized to contain 10 international oxytocic units (U.S.P.) per 
cubic centimeter. It is also marketed under the trade name of 
Oxytocin Injection. 


DOSAGE AND ADMINISTRATION: Pitocin is administered by 
subcutaneous or intramuscular injection, with individual dosage 
and intervals between injections varying according to the patient's 
needs, Average dosage is 0.3 to 1 ce. 


TOXICITY: No toxic effects from Pitocin have been reported. 


PRECAUTIONS: The initial dose of Pitocin administered during 
labor should be small, injected at intervals of 20 to 30 minutes— 
if the condition of the patient warrants such action. Before 
delivery of the baby, full dosage should be given only when the 
cervix is dilated and the presenting parts are engaged. 

When uterine hemorrhage is brisk enough to indicate a possible 
emergency, intravenous injections of Pitocin in doses of 1 to 3 
minims diluted with 3 to 5 cc. of normal physiological saline solu- 
tion may be given slowly. The nurse should never administer 
Pitocin without the written order of the physician and without 
his presence in the delivery room. 





VITAMIN E 


VITAMIN 





DESCRIPTION: Vitamin E is a fat-soluble substance that can 
be oxidized. One of the best sources of this vitamin is wheat- 
germ oil, which contains antioxidants. Chemically, there are 
three related alcohols—alpha, beta, and gamma _tocopherol— 
possessing the biological activity of the vitamin. 


ACTION AND EFFECTS: It is not yet possible to assign to 
Vitamin E a specific physiological function to account for the 
numerous sequelae of an inadequate diet. Two theories have 
been advanced to explain the actions of the vitamin: The first, 
which is supported by a large body of evidence, states that an 
important function of the vitamin is that of an antioxidant. 

As such, the vitamin may protect certain metabolites; prevent 
the formation of abnormal, toxic oxidation products (especially 
those from unsaturated fatty acids); or prevent the existence of 
in unphysiologic oxidation-reduction potential in certain tissues. 
rhe second theory states that Vitamin E exerts a true specific 
itamin-like function as a cofactor or prosthetic group in one or 
more enzyme systems. 

In several mammalian species below the primate level, a 
deficiency of Vitamin E causes irreversible sterility. In certain 
S| s, notably the guinea pig and rabbit, a Vitamin E-deficient 
diet results in the development of acute muscular dystrophy 
Lesions are also found in cardiac musculature 


peci 


USES: The inability of Vitamin E to successfully treat those 
diseases in man which bear some resemblance to Vitamin E 
deficiency in animals, namely, habitual abortion, progressive 
muscular dystrophy, and cardiovascular disease has been most 
disappointing. And these are by no means the only disorders 
n which Vitamin FE the rapy has been studied; the list extends 
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from minor skin ailments to schizophrenia. Possibly among them 
lies buried a useful application of the vitamin. However, results 
with the tocopherols have, in general, been so disappointing that 
the conclusion that there is no evidence that Vitamin E deficiency 
exists in man or that the tocopherols exert a significant phar- 
macodynamic effect seems justified. Nevertheless, preparations 
of Vitamin E are utilized in an attempt to prevent spontaneous 
abortions. 


PREPARATIONS: Vitamin E has no official status as a drug. Yet 
there are literally dozens of Vitamin E preparations marketed 
under a variety of trade names. These range from preparations 
of wheat-germ oil (a potent source of the vitamin) to mixtures of 
the tocopherols obtained from natural sources, to pure synthetic 
dl-alpha-tocopherol. 


DOSAGE AND ADMINISTRATION: Some of the available so- 
called Vitamin E concentrates bear no indication of their potency. 
The dosages of Vitamin E that have been employed in therapy 
have varied widely, but usually they have been greatly in excess 
of daily requirements, sometimes reaching as high as 400 mg. of 
alpha-tocopherol daily. 


TOXICITY: No toxicity from the use of Vitamin E has been 
observed in humans. 


PRECAUTIONS: There is no evidence that Vitamin E is re- 
quired in the diet of man; on the basis of animal studies it has 
been estimated that an adult would require approximately 30 mg. 
of mixed tocopherols daily if Vitamin E were essential. Actually, 
this amount is close to that ordinarily ingested in the human diet. 
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A staff nurse offers her 


views on what constitutes 


GOOD 


NE of the major problems facing us 

today is the lack of good bedside 
nursing care. Recruiting new nurses, 
instituting degree programs, utilizing all 
types of auxiliary help, or raising pay 
schedules cannot, of themselves, satisfy 
the public’s demand for this essential 
function of the nursing profession. 

The advent of miracle drugs, early 
ambulation, and all kinds of advances 
in both medicine and surgery has 
shortened the average stay of the 
patient in the hospital. Consequently, 
today’s hospital patient is usually in 
worse condition and requires more 
general and specialized care than 
patients ever needed before. 

The nursing profession has become 
cognizant of these needs and the de- 
ficiencies in bedside care. Numerous 
solutions have been suggested, yet the 
problem becomes more acute each day. 
The various nursing organizations on 
both state and national levels have met 
with only partial success in their at- 
tempts to correct this situation. But it 
is evident that the problem cannot be 
solved by them, alone. The successful 
restoration of good bedside care de- 
pends mainly, I believe, on the partici- 
pants in the hospital program at the 
local, community level. The participants 
involved are the hospital administrators, 
the medical and nursing staffs, and even 
the patients themselves. In this group, 
the burden of responsibility falls on 
the graduate professional nurse, espec- 
ially the recent graduates who comprise 
the largest segment of those giving care. 

A review of what nursing care in- 
volves is pertinent at this point. Nursing 
care is the total complex of the services 
rendered for “care of the sick, pre- 
vention of illness, promotion of good 
health. This involves assisting him, 
protecting him, giving heed to his re- 
sponses, guarding him from danger.”! 
Or it may be stated as “the care of the 
sick, disabled, infirm, disoriented, or 
even the unwanted, i.e., the care or 
protection of the vulnerable.”2 This 
nursing care (or service) includes the 
obligation of the nurse to understand 
and attend to not only the physical 
needs of the patient, but also whatever 
is necessary to promote the patient's 
emotional, mental, and spiritual health. 
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NURSING 


There must also be the development 
of attitudes of mutual trust and con- 
fidence between the nurse and patient— 
a feeling of responding and being re- 
sponded to, in view of the total needs 
of the patient in his environment. For 
the purpose of clarity, a bedside nurse is 
defined in this article as a professionally 
trained graduate nurse, having little 
or no administrative duties, who is 
therefore free to utilize the major part 
of her time and efforts in the direct 
care of the patient, with emphasis 
placed on individualized and personal- 
ized care. 

In this article, we shall attempt to 
formulate some means by which the 
participants in the hospital program 
may hope to improve the quality of 
bedside care. 


What Administrators Can Do 


Let us consider for a moment the 
practical importance of recognizing and 
rewarding good bedside nursing. The 
competent bedside nurse should be as- 
sured of both monetary and psvchologi- 
cal compensation. Too often, the bed- 
side nurse has been made to feel that 
her work is of less importance than that 
of nurses in other fields. 

Since the first hospital was estab- 
lished, the prime purpuse of such an 
institution has been to restore the 
patient to good health and teach him 
how to maintain it. A survey of any hos- 
pital will readily show that (in terms of 
time) the bedside nurse has far more 
personal contact with the patient than 
any other member of the allied medical 
fields. The highly personalized nature 
of this contact makes it an invaluable 
factor in achieving a favorable response 


‘Frances Reiter Kreuter, “What Is Good 
Nursing Care?” Nursing Outlook, Vol. 5 
(May, 1957), pp. 302-304. 


*Margaret Mead, “Nursing Primitive and 
Civilized,” American Journal of Nursing, 
Vol. 56 (August, 1956), pp. 1001-1004. 
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from the patient to his course of treat- 
ment. It also encourages him in the 
subsequent maintainance of sound 
health at home and at work. The hos- 
pital administrators should recognize 
and reward this signal contribution. 

The nurses or other personnel whose 
duty it is to hire the bedside nurse 
play a large part in determining the 
attitude of the new nurse toward the 
importance of good bedside nursing. | 
know from personal experience that on 
many occasions when I applied for a 
position, specifically stating a prefer- 
ence for bedside nursing, I was strong- 
ly urged to take a supervisory or ad- 
ministrative post. Both types of nursing. 
of course, play an important part in 
better care for the patient. But a nar- 
rowing of the gap between the bedside 
nurse’s schedule of working hours and 
the opportunities for advancement in 
terms of salary and status would go far 
toward reassuring her of the importance 
of her contribution. 

It is important, in this respect, to 
recognize the role to be played by the 
recent graduate. Her decision as to 
what type of nursing she will enter 
after graduation is influenced not onl\ 
by the conduct of the profession as a 
whole, but more especially by the atti- 
tudes of the personnel interviewing her 
These people should emphasize the im- 
portance of, and the opportunities for, 
professional growth in bedside nursing 
and the importance of the service she 
can render as a bedside nurse. An en- 
thusiastic attitude (or one of indiffer- 
ence) invariably “rubs off”. 

The hiring personnel should be made 
to realize that the hope for continued 
good nursing care rests, to a great de- 
gree, with the young graduate. In orde: 
to attract and to keep such nurses active 
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opportunities of 


PI 
nurse should be 


in the profession the 
a Career aS a bedside 


Vigo! yusl\ emphasized 


It is significant and heartening to 
note that, according to an article in the 
Februar 1958 issue of the American 
Journal of Nursing, a recent grant of a 
juarter of a million dollars was made 
bv the Rockefeller Foundation to Duke 
Unive t Durham, N.( for a gradu 
ite program espe iall designed to per- 
ect th linical compe tencies of the 

iduate nurses in direct personalized 

ire of pat ts. Such a plan would be 
rthwhile investment for any funds 


to other hospital idministra 


How the Bedside Nurse Can Help 


The COI plet re ponsibility for good 
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per i¢ Nursing Care 
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How- 
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t be individualized 


ndividualized nurs- 
d r the Cast ot two 


i¢ hospital rooms 


are two patients from a 
Mrs. A., the mother of a 
nine-year-old son, is a 39-year-old wid- 
She has supported her family 
by working as a seamstress. Her main 
over the care her 
son is receiving while she is hospital- 
ized, her apprehension regarding her 
ability to return to her job following 
release from the hospital, and the dif- 
ficultv she anticipates in paying her 
hospital bill 

The second patient, Mrs. B., is the 
15-vear-old wife of 
Her only apparent concern is the cos- 
effect of the surgery, plus a 
vague uneasiness (not expressed direct- 
lv, but hinted at) regarding the effect 
will 


recovering 


mastectomy. 
ow. 


concerns are Worry 


a business tycoon. 


metic 


the surgery have on her relation 
to her 
It is immediately apparent that, aside 


from the physical needs of postgraduate 


husband 


patients, these patients each require a 
different method of 
by which the bedside nurse can speed 
Mrs. A 


having a worker from the 


care. The method 


the recovery of mav include, 
for ex imple 
hospital business office explain a plan 
whereby pavment of Mrs. A.’s bill can 
be arranged to extend over a period of 
time, so as to fit into her budget. Again 


vith the upproval of the doctor, the 


patient can be taught certain exercises 
that « strengthen the affected mus- 
cles. The suggestion that the patient 


telephone her son (or have the public 
health nurse visit and check on him) 
may do much to allay Mrs. A.’s fears. 
if followed, take 
very little of the nurse’s time, but make 
a tremendous difference in the recovery 
rate of the patient. 

In the case of Mrs. B., assurance can 
be given that the physician will pre- 
scribe the proper type of breast sup- 


These suggestions, 


port. Also, efforts can be made to direct 
the patient's interest into some construc- 
tive channel by mentioning that a local 
newspaper is asking for volunteers for 
the local Woman’s Symphony, or that 
the new children’s wing in the hospital 
needs toys. Perhaps Mrs. B. would like 
to organize a collection of tovs. Special 
exercises can be outlined, designed to 
insure a complete return to normal in 
all activities. This is what is meant by 
this 
tvpe of care to be effective, the nurse 
early as possible, the 


personalized care. In order for 


must gain, as 
respect and confidence of the patient 
Then and only then will the nurse be 
able to teach the patient effectively) 
about hospital experience and post 
hospital care 

It is the duty 
to develop fully her resources in the 


of the bedside nurse 


perception of the physical manifesta- 
tions of illness and also the psvcholog 
ical, social, and economic problems of 


} 


her patient. This is a goal toward which 


An aide stimulates group activity by joining a group of her young patients to listen to a broadcast of a local football game. 


a 








i 


4 





26 


2 





a ye 





NURSING WORLD 








we must always work. Opportunities 
for this development include participa- 
tion in community affairs, utilization of 
the facilities (both professional and 
nonprofessional) of the public library, 
enrollment in special seminars offered 
by local colleges, or in extension 
courses offered by numerous universi- 
ties. 

The nurse must keep abreast of the 
local and national magnitude of health 
problems.* For example, she must know 
how heart disease ranks as a cause of 
death, how it affects income, as well as 
how the disease affects the convalescent 
patient in his relationship to his family, 
his job, and his community. Another 
way to intensify her perception is by 
attentively listening to what the patient 
has to say and the way in which it is 
said. It is obvious that these activities 
will have to be fitted into a schedule 
that is already crowded, but they are 
essential if the professional nurse is to 
meet her obligation of caring for the 
human individual in_ this complex 
society. 

Yet another aspect of the program 
for good nursing care involves the re- 
sponsibility of the bedside nurse to 
teach and direct the team of assistants 
assigned to work with her. In a dis- 
cussion of “Team Nursing” in the July 
1955 issue of NURSING WORLD, Mil- 
dred Vogel, R.N., listed the following 
objectives of such nursing: (1) to pro- 
vide better nursing service for the 
patient; (2) to lighten the head nurse’s 
load; (3) to stimulate and teach the 
professional nurse; (4) to define the 
duties of, and find a place for, the 
auxiliary worker in nursing. 

A typical team consists of the gradu- 
ate nurse (who functions as a team 
, one or more student nurses, a 
practical or vocational nurse, and a 
nurse's aide. After compiling all the 
pertinent information available on the 
patient’s care in the light of his physi- 
cal, emotional, and psychological needs, 
it is the team leader’s individual re- 
sponsibility to inform each team’ mem- 
ber of these specific needs. The bedside 
nurse, as a team leader, must assist and 
supervise the auxiliary workers and be 
able to communicate with them in such 
a manner that they, too, will under- 
stand the necessary ingredients for 
total care of the patient. 

The effectiveness of these workers 
will be in direct proportion to the 
thoroughness with which the team lead- 
er has made them understand the needs 
of the patient. Teaching opportunities 
arise constantly at the bedside, during 
morning report, at ward conferences 

throughout the entire day—and should 


leader ) 





‘Lucille Petry Leone, “Design for Nurs- 
ing,” American Journal of Nursing, (June, 
1954), pp. 731-734. 
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be utilized. Notations of the patient's 
likes and dislikes on the card index or 
chart can facilitate better care. 

A prerequisite for the professional 
growth of the bedside nurse is keeping 
informed on all advances made in nurs- 
ing techniques. Careful reading of the 
professional magazines will supply 
much of this information. In most hos- 
pitals the details of new procedures 
are furnished to the personnel either in 
the form of memoranda, staff confer- 
ences, or ward meetings. If such infor- 
mation is not available in the hospital, 
the bedside nurse should instigate pro- 
ceedings to make this information avail- 
able to all. Active participation in the 
alumni association furnishes a good 
medium for stimulating interest in such 


unitorm course content in schools all 
over the country. However, the teaching 
staff must remember to impart to the 
students, along with the content of the 
courses, an awareness of the art of 
nursing—the appreciation of the cliche 
“T. L. C.” and all it’s implications, the 
teaching of, and the opportunity for, 
experience in giving complete patient 
care. 

A constant interchange between the 
nursing and medical staffs on scientific 
advances that demand adjustments in 
nursing care will aid the nurse im- 
measurably in giving better bedside 
care. To conserve time for all, periodic 
meetings including representatives from 
both medical and nursing staffs should 
be held to discuss patient care and set- 





While the doctor gives his young patient some encouragement in using his braces, 
the boy’s father thanks the nurse for the care she gave the child in the hospital. 


projects. 

The obligations and the responsibili- 
ties involved in improving bedside care 
add up to a “tall order” for any pro- 
fessional nurse. Witness the few (alas, 
too few) that any of us can 
recall who have been wholly successful 
in this respect. But however difficult, 
the task is by no means impossible. It 
requires no more than a constant evalu- 
ation of our ability and our use of these 
abilities—together with the determina- 
tion to explore, investigate, and utilize 
every learning situation that might im- 
prove our efficiency and effectiveness. 


nurses 


Teaching and Medical Staffs 

To become accredited, the teaching 
techniques of a nursing school must 
meet certain criteria. This insures fairl) 


ting up necessary new procedures. This 
would facilitate a better understanding 
of what is necessary and acceptable 
from both medical and nursing stand- 
points. 

In conclusion, good patient care is 
the responsibility, directly or indirectly, 
of every employee of the hospital. It 
cannot be achieved without full co-op- 
eration and effort on the part of every 
member of the staff. In the final analv- 
sis, however, the major role in patient 
care still rests with the bedside nurse 
It is time to take stock of ourselves. 
An examination of conscience in this 
important matter must begin and end 
with the individual nurse who holds in 
her hands the balance which differenti- 
ates between success and failure of the 
nursing profession as it attempts to meet 
the needs of the patient. 
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A ROLE-PLAYING presentation, held during the first 
fl part of a morning workshop session on the Dynamics 
Teaching was discussed in the previous article. This was 
itended to illustrate how a candidate for employment as 
. nurse’s aide was interviewed by two supervisors, one of 
vhom was person-centered and the other job-centered. 
However, during the briefing, the audience buzzed in groups 
4 three or four, attempting to identify the personal quali- 
ties of an interviewer who is faced with the problem of 
waving an uncertain candidate toward accepting a posi- 
tion. This put the participants in a state of readiness to 
‘bserve the human relations skills subsequently exposed in 
ole-playing scenes. Their perceptions were further stimu- 
lated by anticipating the possible outcomes they had 
ventured to predict. 

\fter the role-playing presentation, the participants were 
isked to form groups of three for the purpose of using the 
method. Each group selected role-players to represent a 
nurse's aide and a graduate nurse, with a third person as 
an observer. At a given signal, each observer became a 
leader in helping his group discuss their human relations 
skills. This led to suggestions for more effective approaches 
etween the graduate nurse and the aide. 

\fter a short practice period, the participants reconvened 

i general session. The resource leader proposed that this 
period be considered a clinical session to determine how 
nd when role-playing may be used. He raised a few ques- 
tions about how the group might have been motivated to 
mprove their performances. Could information have been 
collected beforehand? What was done about the application 
of knowledge to achieve insight? How could they use these 
istructional steps to evaluate role-playing experiences? This 
iscussion followed: 

Participant A: I wondered about the implication you 
nade on our limited motivation. It was because of our in- 
terest in the dynamics of teaching that most of us were 
notivated to come here to find out more about it. 

Leader: What about your motivation for participating in 
ie role-playing which is part of this week’s program? 
Participant B: Not all of us were motivated at first. A 
vember of our group expressed considerable fear at the 
thought of participating. However, can this be considered 
i lack of motivation? 

Leader: You have pointed out the importance of antici- 
pating anxieties. I just took that for granted. 

Participant C: Do you mean that there would or would 
not be anxiety? 
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Leader: I was not looking for it, but I can see how fright- 
ening it may be to be told, “We are going to talk about 
role-playing.” 

Participant D: I heard someone comment: “He bettér not 
call on me. I won't do it.” 

Participant E: How, then, did you make us respond? Was 
it the story you told us about your son? 

Leader: While considering a meaningful scene for role- 
playing, I looked for facts to build something “real.” An im- 
plicit principle is founded in the real experience which we 
create ourselves. That which is handed out to us already 
polished and so perfect that it cannot be improved upon 
never becomes our own. It belongs only to its creator. 

Participant F: I can see how an all-knowing teacher would 
fail to seek further information in shared experiences. There 
were things about us you did not know, and so you asked 
a few questions, Without the information we gave you 
about our nursing problems, you would have been of little 
help; you could not have communicated your techniques 
about role-playing unless you knew something about us. 

Leader: That is a good point to keep in mind. A teacher 
is generally expected to know, and the student to listen. A 
satisfactory relationship of teacher and student is built on 
mutual confidence and interdependence. 

Workshop Director: As an example, you did not come 
here with a set lecture on role-playing. You first asked about 
the theme of the workshop, then what had happened up 
to the present, and what we expected to do from here on, 
so that you could structure your part in the program to as- 
sure a continuity of methods toward achieving the objectives 
of this workshop. 

Leader: I learned from you that the workshop members 
were already involved by preparing themselves for this ex- 
perience. Reading guides, including workshop methodology, 
provided each person with a degree of readiness to profit 
from the informative sessions and, thereby, to realize how 
sources of knowledge become available to us by our own 
efforts. The final test, however, comes with our ability to 
apply acquired knowledge. 

In nursing, you are fortunate in having opportunities to 
learn your skills through practice. This is further enhanced 
bv continued observations and the assessment of what others 
do in similar situations. Nevertheless, observations of inter- 
personal relationships involving discipline, or helping some- 
one to understand a new idea, or explaining what it means 
to make a patient comfortable, are not as tangible as taking 
a temperature or making a bed. Here, we are likely to find 
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difficulties arising in the varied applications of knowledge 
and theories leading to insight development and concept 
formation. 

Therefore, all our acquired knowledge should be related, 
through participation in appropriate situations and our 
ability to evaluate our experiences. Your workshop is con- 
cerned with the subject of communications, thereby making 
us self-conscious and hesitant about exposing our limita- 
tions to each other. We are likely to find out more about 
what we don’t understand than what we do. In the story 
about how I taught my son to ride a bicycle, I revealed my 
own trial-and-error experiences in order to identify the 
teaching-learning processes involved. Someone with less 
theory might have been more practical than I was and there- 
by helped the boy to do it more readily by himself. 

Would you like to comment on my earlier question about 
evaluation of the instructional steps I gave you for your 
practice groups in role-playing? 

Participant G: Although I, too, had evaluation in mind, 
do you think we might first discuss insight development and 
concept formation? 

Leader: Perhaps we could take our coffee break now and 
then consider your suggestions about continuing this dis- 
cussion. 

After this brief recess, the conference reconvened. 

Leader: What are your suggestions? 

Participant H: Suppose one of us had to be a director of 
role-playing? 

Leader: You are probably asking for specific techniques 
on role-playing: how to set it up, how to brief the players, 
how to know when to cut, how to select the kind of situ- 
ations that lend themselves to role-playing. A role-playing 
scene can be set up by magnifying each action, talking 
about it, and becoming aware of the leader’s role. What sort 
of scene do you want to consider? 

Participant I: How about setting up a situation involving 
communications between a director of nurses and a staff 
nurse? 

Leader: Do you mean a relationship within hierarchical 
levels of the professional nurse? 

Participant I: Yes. 

Leader: Then let’s set up a scene with a head nurse who 
is authoritarian and strict. She has a heart of gold, but is 
not easy to get along with at times. The task of the nursing 
supervisor is to help this head nurse improve in her human 
relations. 

The first condition for setting up such a scene involves 
the selection of roles to be played—in this instance, a super- 
visor and a head nurse. Any one of you can play either role. 
However, if you had been expected to be the head of a 
labor union, this would not have been role-playing a part, 
but rather, dramatizing a character. 

The second condition for setting up the scene involves 
the portrayal of specific interpersonal reactions of the mem- 
bers selected to play the roles. Earlier today I asked you 
to nominate the role-players because a group selection is 
harder to refuse than one I might have made. Furthermore, 
in doing so, you did not find it necessary to do any type 
casting. Any one of you can play a given role to illustrate 
how people relate to each other in situations where you 
have been involved. For example, you could role-play a 
doctor because as a nurse you've had experiences with them. 

Therefore, you are in a position to assess and assume the 
physician’s personality characteristics. As I have already 
pointed out, you cannot generally role-play a labor leader. 
In role-playing real situations, we are concerned about re- 
lationship problems in situations familiar to you. 

Let's try some of these suggestions and see how they 
work. Who will be the supervising nurse? Who wants to try 
this role? No one? Then let’s nominate someone. 

Miss Jones: I nominate you, Mrs. Henry. 
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Leader: And the head nurse? 

Mrs. Henry: I nominate you, Miss Jones. 

Leader: These two, then, are our role-players. The next 
step is to brief them about their roles while the audience is 
being prepared to observe the enactment of a scene in 
focus, that is, with some common point of view. The brief- 
ing of the two players will be done in front of you. In the 
earlier session, the briefing was done in private. We need 
to keep in mind that the person who is going to play a role 
should be allowed to spontaneously use a lead. If I, as the 
director, tell him too much about how he should act, he 
will try to act accordingly. A role-player needs to formu- 
late his own expectations of a role and then be given the 
freedom to communicate this. Mrs. Henry, will you tell us 
what kind of person you are in your assumed role? 

Mrs. Henry: I am supervisor of an area in which Miss 
Jones is a head nurse. 

' Leader: What are you like? How long have you been 
working at the hospital? What experiences have you had? 

Mrs. Henry: I have been at the hospital for several years 
and have more or less grown up with the place. I know the 
physical setup and organization. 

Leader: Let us see what some of your associates here in 
the audience would like to include in your briefing. (To 
the group) What do you want her to represent as a person? 
Efficiency? Other characteristics? 

Participant: If she is going to help an authoritarian head 
nurse with her relationship problems, she will need to be 
warm, understanding, and fair. 

Leader: How did you arrive at such an estimate of the 
role? As you think further about this, you will need to plan 
your approach to an interview. Now, Miss Jones, what 
about yourself? 

Miss Jones: I am a head nurse on the men’s ward, and 
have worked at the hospital for about two years. I started 
out as a staff nurse on the women’s ward, so that I am 
familiar with the area supervised by Mrs. Henry. I am to 
represent a compulsive, efficient person, who likes every- 
thing to be just right. 

Leader: What are some of your problems with nurses? 

Miss Jones: They have a tendency toward leaving un- 
finished work, such as giving medicines and not cleaning up 
the trays. They like to congregate in the nursing station 
instead of being on the wards with the patients. I also find 
that the younger nurses and nursing students like to socialize 
with the orderlies. 

Leader: (To audience) This kind of briefing can be done 
with the two role-players together; it includes the kind of 
information each one of them is likely to know about the 
other. However, there are areas of conflict in their relation- 
ships that are not commonly perceived. To build this into 
the roles, we usually brief each one separately. So, we shall 
now ask each one to pretend that the other is absent. We 
want some stress in these roles, but we want it to be a 
normal stress, one we can find in everyday life. Mrs. Henry, 
what kind of a person do you think Miss Jones is? 

Mrs. Henry: She is a highly efficient person who tries very 
hard to run her ward so that everyone may do as much as 
possible. 

Leader: Let me ask you a more pointed question. Do you 
like her as a person, do you dislike her, or do you feel that 
vou don’t know her? 

Mrs. Henry: | feel she is a very nice person, but a littl 
rigid at times. 

Leader: Mrs. Henry, there would be no real personality 
conflict to portray in your role of accepting Miss Jones as a 
person. But now I am going to ask Miss Jones, unknown to 
Mrs. Henry, to anticipate the negative aspects of the super- 
visory interview. 

The next article will continue with the analysis of the inter 
view between Mrs. Henry and Miss Jones. 
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Patricia Krauth, R.N., supervisor, welcomes a young Disneyland visitor and his 
mother to the busy Pablum Baby Station where weary tots can stop to eat and rest. 


Nursing in 


Disneyland 


In the middle of fascinating, fabulous Disneyland a unique 


facility provides for the comfort of tiny visitors to the park. 


are times wonder 


Yvon when | 
how I ever managed to say yes 
when offered the position as supervisor 
of the Pablum Baby Station at Disnev- 
Park, Anaheim, Calif. And 
time I do wonder, I wind up congratu- 
lating myself on the fact that I did 
agree to accept the position and there- 


land each 


by begin the happiest period of my 
life : 

[ feel quite safe in saying that the 
Baby Station is 


, 2 
Pablum a unique in- 
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stallation. We provide, without obli- 
gation of any kind, complete facilities 
for feeding, changing, and otherwise 
caring for the thousands of babies who 
come with their families to visit Disney- 
land. My competent assistant, Ethel 
Penfield, a children’s matron, 
and I welcome as many as 200 babies 
a day. ; 

[I had been nursing at the Long 
Beach, Calif., Naval Hospital when my 
husband and I moved to Garden Grove 


who is 


by PATRICIA KRAUTH, R.N. 


Supervisor of the Pablum Baby 
Station, Disneyland Park, 
Anaheim, Calif. 


a community near Anaheim, three 
years ago. Because of its proximity to 
Disneyland, | applied for a position 
on the amusement park’s nursing staff, 
and was accepted. Then a little more 
than a year ago the Pablum Division 
of Mead Johnson & Company decided 
to sponsor the baby station at Disney- 
land, and | was asked if I would as- 
sume charge of it. 

Up to that time, babies were some- 
thing I hadn’t thought much about. 
I'd always loved them, individually, but 
the prospect of dealing with them by 
the dozen was more than a little fright- 
ening! 

Then, as we discussed the need for 
the baby station, 1 found myself realiz- 
ing some rather shocking truths that 
had never occurred to me before. Ba- 
bies, | came to understand, are what 
you might cal] the “neglected citizens” 
in this busy world of ours (although 
in their homes they reign supreme). In 
the midst of the adult world, the baby 
is a lost soul. He can't eat the food in 
public restaurants, can’t use the facili- 
ties In public rest rooms, and can't even 
find a place to rest his weary head. 

Although I knew that throughout the 
country there were some theatres, shop- 
ping centers, and amusement areas that 
had facilities where harried mothers 
might leave their offspring for brief 
periods, I realized clearly that none of 
these centers could offer anything ap- 
proaching the advantages to be of- 
fered by the baby station Pablum was 
projecting at Disneyland. I could see 
that it might well be a pilot installa- 
tion, a pioneer of hundreds of such 
places which might be dedicated to the 
comfort of babies throughout America 

After weighing these factors care- 
fully, I decided to accept the assign- 
ment. | have never regretted my de- 
cision for a moment. Quite the con- 
trary. In fact I feel it’s been a tremen- 
dous privilege. 

On July 1, 1957, Pablum Baby Sta- 
tion opened its doors for the first time, 
and my trepidation vanished after the 
first few tiny guests had come and gone. 


The facilities were so beautifully 
planned that everything proceeded 
smoothly. 

The Pablum Baby Station is located 
almost exactly in the center of the 


park—right where small backs get weary 
of stroller-sitting, small tempers grow 
short, and small stomachs get empty. 
We have four rooms: a foyer, feeding 
room, changing room, and kitchen. All 
but the kitchen are gaily decorated with 

(continued on page 33) 
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Allergy has become an important economic and social problem; 
no one can escape its effects. In the first in a series of four 
articles, a noted allergist explains 


ALLERGY: 


by SAMUEL M. FEINBERG, M.D. 


Professor of Medicine, Chief of 
Allergy Clinic, and Director of 
Allergy Research Laboratory, 
Northwestern University Medical 
School, Chicago, Ill. 


man with an harassing business 

dav takes an aspirin tablet in the 
The 
young equestrian has to be brought 
home attack of 
asthma after riding her horse. The wo 
man who can’t eat peanuts without an 
unpleasant reaction suffers from a spell 


A 


evening and breaks out in hives 


because of an acute 


of vomiting, abdominal pain, and diar- 
rhea when she eats a roll in which the 
peanuts are labeled as almonds. George 
has recurring sneezing and itchy and in- 
flamed eves everv summer, beginning 
about the middle of 


stung by 


August. The vaca- 
a yellow jacket, 
two 


tioner gets 


goes into shock in a minute or 
and is lucky if he recovers. A nurse de- 
velops a dermatitis of the hands and 
face from the penicillin she handles. 
These are examples of allergy. None 
of these substances are harmful to the 
majority of other people. The normal 
effects produced by these items are to- 
tally different. And the 


scribed above never occur the first time 


reactions de 


one is in contact with such a substance 
There, then, you have the essence of 
the definition of allergy. It is an altered 
the body. The hives, the 
abnormal re- 


response ot 
asthma, the dermatitis are 
sponses to these substances, and the in- 
dividual must have been previously ex 
posed to these materials in order to al- 
low time to develop this susceptibility. 

And yet, too frequently other un- 
pleasant effects are confused with al- 
lergy. A drug such as quinine in large 
doses produces ringing in the ears and 
dizziness. In some people the same ef- 
fects will be produced by small doses. 
That’s not allergy, because the symp- 
toms are actually the pharmacologic or 
toxic effects of the drug; the only dif- 
ference is that a smaller dose was suf- 
ficient to produce them. On the other 
hand, in some people quinine, in large 
or small doses, may produce urticaria. 
This is an allergy. 
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its 
nature and 
importance 


The dermatitis produced by strong 
chemicals such as acids or alkalis is a 
chemical effect, because these are not 
mally injurious substances, but the de: 
matitis provoked by penicillin, finget 
nail polish, or the mercurial antiseptic 
are instances of true allergy. The skin 
irritation from wool is almost exclusive- 
ly a mechanical phenomenon, due to 
the roughness of the hairs. Inert dust 
such as from chalk or insulation 
terial, may cause sneezing, but not on 
an allergic basis. Neither is the indiges- 
tion arising from such difficult-to-handle 


foods as cabbage, cucumbers, and con 


mia- 


diments usually of an’ allergic nature 


The Mechanism 


How are the allergic symptoms pro 
What are the 
the chemical basis? As yet we do not 
have all the 
essential points in the production ol 


] 


duced? mechanics and 


answers, but we know the 
some of the common allergies, such as 


As a result 


substance 


hay fever, hives and asthma 
of previous exposure to a 
let us say ragweed pollen) the per- 
son with an allergic background may 
begin to develop special antibodies 
These are protein molecules present in 
the 
such as those in the nasal mucous mem- 


serum and also attached to cells 
brane, bronchial tubes, or skin. 

These antibodies are special or “spe- 
cific” for one substance. 


stance, the ragweed antibody is specific 


only For in- 


only for the active substance derived 
from the pollen of the ragweed family. 
When the specific substance or “anti- 
gen” comes in contact with its antibody 
in the cell, the two combine. As a result 
of this combination, a miniature chemi- 
cal explosion takes place. One of the 
well-known results of this combination 
of antigen and antibody is the release 
of a potent substance, histamine, from 
within the cell. Histamine is a chemical 
able to dilate blood vessels, to cause a 


leaking of fluids from the blood stream, 
to contract involuntary (smooth) mus- 
cles, and to produce other effects. The 
net results are localized swellings in the 
nasal membranes, skin, bronchial mu- 
cosa, and the spasm of smooth 
muscle. Thus we can understand how 
an allergic reaction can produce hives, 
hay and 
asthma. 


etc., 


fever, intestinal cramps 


Allergic Symptoms and Their 
Importance 


The allergic diseases are many in 
variety and numbers. Perhaps the most 
troublesome are those that involve the 
respiratory tract. Seasonal sufferers of 
hay fever and its nonseasonal counter- 
part (known as vasomotor rhinitis, al- 
lergic rhinitis, and often called “sinus”) 
number at least seven or eight million 
About one-third of 


these people with nasal a!lergies de- 


in this country. 
velop asthma and combine with othe: 
asthmatics to form a population of at 
least three million sufferers. The infan 
tile eczema, usually involving the face 
flexures of elbows, and the area behind 
the knees, is an allergic disease. Contact 
dermatitis from a variety of home and 
occupational sources comprises one ot 
the largest allergic problems, particular- 
ly for industry. Urticaria and angioneu 
both of the 

extremely 


rotic edema, acute and 


chronic types, are common 


Angioneurotic edema, or giant hives 


differs only trom its smaller brother In 


size and location. If immediately below 
the surface of the skin, the hives mav be 
small, red, and itching, because the, 
involve the nerve endings of the skin 
If in the deeper subcutaneous tissue 
muscles, joints, tongue, or larynx, they 
are apt to be large, produ e discomfort 
but no itching o1 Thev are 
then called angioneurotic edema. 


redness 


There are a number of allergic skin 
conditions, such as trichophvtids, moni- 
liids, and the “fixed drug eruptions” 
and 


other 


barbiturates, sulfonamides, 
other 


types are frequently allergic 


trom 


man\ drugs. Rashes of 
Allergic manifestations of the gastro- 
tract canker 


spasms of the esophagus, nausea and 


intestinal include sores 


vomiting, intestinal recurring 
diarrhea, and anal pruritus. Don’t get 
the idea that we claim that such symp- 
toms are allergic. All we say is that they 


cramps, 


can be allergic, if other more serious 
causes have been eliminated. Conjuncti- 
vitis of various types is frequently al- 
lergic and some other eve diseases are 
of an allergic basis. Headaches, both 
the simple and migrainous, can be 
caused by a food allergy. Blood diseases, 
such as agranulocytosis (deficient leu- 
cocytes), aplastic and other anemias, 
and thrombocytopenia (deficient plate- 
lets with resulting hemorrhages) are 
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frequently allergic in origin. Rh disturb- 
ances are, of course, explainable on an 
immunologic and allergic basis. 

There is growing evidence that al- 
lergy may produce other and even more 
internal diseases. In the first 
place, it is recognized that some 
f the serious effects and symptoms of 
(such as rheumatic fever, 
scarlet fever, pneumonia and virus dis- 
based on the allergic re- 
to the germs or on the tissues 
iltered by the germs. Periarteritis no 
dosa, a serious and usually fatal inflam- 
mation of blood vessels, 


serious 


now 
infections 


Cases are 


sponse 


and some re- 
lated conditions are regarded by most 
wthorities as allergic in origin. Ex- 
perimental work and clinical observa- 
tion give increasing support to the idea 
that many of the diseases of the kid- 
nevs, heart, and other 
result of an allergic 
reaction produced betwen the cells of 
the organ the antibodies arising 
from such organ cells previously injured 
by infection, drugs, etc. This is the 
field auto-immune reactions 
allergy rising from substances within) 
and is engaging the attention of many 
scientists in various fields including the 
blood diseases. 


liver, thyroid, 


viscera mav be the 


and 


known as 


then, that the field 


concept of allergy is not a trivial one, 
but involves a 


You can see, 


host of diseases and al- 
most every person. Besides the discom- 
fort and seriousness of some of the al- 
lergic diseases, there are many compli- 
cations which increase the importance 
f the problem. Asthmatics are likely to 
develop emphysema (a_ permanent 
stretching of the lungs) resulting in 
persistent shortness of breath and per 
manent disability. Nasal allergy is likely 
to produce sinus infaction and polyps 
little tumors in the nose). Even if you 
do not have an allergy, you cannot es- 
cape its problems. The teacher, employ- 
er, dietitian, manufacturer, and 
many other types of people have to face 
illergic situations daily. In addition, the 
loss of work from school, 
important duties 
allergy an important 


nurse, 


and 
have 


absence 
dereliction of 
made economik 


and SO ial problem 


The Culprits 


Two or three prerequisites are es- 
sential for the production of allergic 
symptoms l) a susceptibility to be- 
come sensitized; (2) an exposure to a 


substance and 


substance: 


sensitizing 
later to the 
frequently 


re-exposure 
and (3) 
ific” factor 
resistance of the 


same 
another 
which lowers the 


“nonspec 
sen 
sitized tissue 

“Why am I allergic while others are 
not?” is a frequent lament heard in the 
allergist’s office. Actually, we know vir- 
tually nothing about the chemical or 
other body changes which make a par- 
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ticular individual likely to become sen- 
sitized. But we do know at least that 
for certain groups of allergies, belong- 
ing to the asthma-hay fever-eczema 
type, the most potent deciding factor 
is heredity. 

About one-third of the children with 
a parent, grandparent, uncle, or aunt 
who is allergic, are apt to develop al- 
lergies. If the: re is allergy in the families 
of both parents, the child runs a two- 
thirds chance of being allergic. He does 
not necessarily develop the same al- 
lergic symptom as his forebears. And 
inheritance is by no means always de- 
monstrable, since the allergic suscepti- 
bility cannot be diagnosed; only the 
symptoms can be recognized as allergic. 
Thus a parent may transmit an allergic 
tendency to a child. The latter at the 
age of five or six may display asthma. 
The father at that time may not be 
recognized as an allergic person. But 10 
years later the inheritance factor may be 
obvious when he develops hay fever. 

The specific allergic causes are al- 
most endless, and the most we can do 
here is to outline their sources in 
groups. Inhaled substances cause chief- 
ly asthma and hay fever symptoms, but 
may also produce other effects, such as 
conjunctivitis and eczema. The wind- 
borne pollens of grasses, weeds, and 
trees are a prolific source of allergy. 
The spores (microscopic seed) of molds 
growing on grains, grass, and leaves are 
a common cause. The dust from disin- 
tegrated insects in the top soil or vege- 
tation constitute another group. The 
dandruff of animals such as dogs, cats, 
horses, and laboratory animals; house 
dust; the dust from vegetable gums 
used in cosmetics; and many other air- 
borne substances, in industry and out, 
produce allergic effects. 

Ingested foods and drugs are other 
common causes of allergy and can pro- 
variety of allergic 
manifestations. Almost any food can 
cause allergy. Among the ones likely to 
produce chronic allergic symptoms are 


duce almost any 


wheat, milk products, and eggs. Acute 
symptoms are more apt to be caused 
by fish, shellfish, nuts, peaches, straw- 
berries, and cottonseed meal. Drugs 


producing allergy vary from the lowly 
aspirin tablet to sedatives, tranquiliz- 
ers, laxatives, fever-reducing medicines, 
sulfonamides, and antibiotics. Of the 
latter, penicillin is the most important, 
resulting mainly in either of three types 
of allergic reactions: contact dermatitis, 
immediate (anaphylactic) effect, which 
can be serious and even fatal, and a de- 
laved “serum sickness” type of reaction, 
which may last for weeks or months. 

In addition to drugs taken by mouth, 
injections of various medicinal products 
are prone to produce allergic reactions 


Arsphenamines and horse serum used 


to head the list. Now penicillin is prob- 
ably the most common. But such effects 
can also be produced by hormones, vac- 
cines, insulin, liver injections, contrast 
media injected for gallbladder or kid- 
ney X-rays, anti-arthritic drugs, and al- 
most any organic product that can be 
injected. Substances producing dermati- 
tis by contact include the resinous ma- 
terials of plants, synthetic resins, dyes, 
heavy metals and their salts, antibiotics, 
and many chemicals. Antigens may 
originate internally from parasites, such 
as round worms, tapeworms, amoebae, 
and also from bacteria. There is 
reason to believe also that the blood, 
kidney, heart, and other organs may 
be so altered as to produce within the 
body _ their antigen - antibody 
mechanisms. 

An allergic person may be in rela- 
tive “balance” and free from symptoms 
in spite of being exposed to his allergic 
cause until a contributing factor inter- 
venes. Thus it is that wool may mechan- 
ically irritate an allergic skin and inert 
dust may produce an asthma attack. 
Chemical irritants (soap, coal, or tobac- 
co smoke) may act similarly. Tempera- 
ture changes are important. An asthma- 
tic may be quite well until he gets out 
into the cold frosty outdoors. Infection 
at the site of the allergic organ 
(bronchitis in the course of asthma) is 
almost certain to aggravate matters. 
Even though by themselves they are 
not likely to produce allergic symp- 
toms, emotional and other nervous com- 
plexes can aggravate an existing aller- 
gy or start an attack. 


own 


Skin Testing and Diagnosis 


The diagnosis of the allergic patient 
requires the use of the same diagnostic 
principles as in other medical ‘condi- 
tions. The objectives are: to determine 
whether the complaint is allergic; to 
discover complications of the allergy; 


to decide whether unrelated disease 
(heart, high blood pressure, anemia, 
malignancy, etc.) is present; and to 
determine, if possible, the specific 


causes of the allergy. 

Expert history-taking may disclose 
information not obtainable by othe: 
means. In addition to the usual physical 
examination, allergic patients may re- 
quire special tests, such as respiratory 
function measurements and search for 
esinophiles in blood, sputum, and nasal 
secretions. 

Skin tests are indicated in a large 
percentage of cases. They are either the 
scratch or intradermal type. Which par- 
ticular antigens will be used in testing 
depends on the history of the patient 
and the local environment. There is a 
great deal of misunderstanding as to 
what skin tests signify. A positive test 

(continued on page 34) 
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Community Health Agencies 
(continued from page 17) 


education materials, sponsors child- 
guidance and mental health clinics. The 
out-patient departments of the hospitals 
in your community provide ambulatory 
treatment and diagnostic services that 
are available on a pay, part-pay, or free 
basis. 

Other Red Feather Agencies, such as 
the Visiting Nurses Associations, pro- 
vide home nursing care for all who 
need it, as well as well-child confer- 
ences and classes for prospective par- 
ents. 

So much one nurse can do who does 
both act and know! There is so much 
to know and there are so many oppor- 
tunities to act constructively. 

There are countless opportunities to 
use the services of community agen- 
cies. Workers frequently come seeking 
help, but others who may need help 
do not seek it. The latter are the hard- 
est to help. Knowing how—and when- 
to offer help is an ability well worth 
cultivating. Nurses all too often want to 
do too much for people; they some- 
times even wish to take over. This is 
why we sometimes fail—-we want to do 
it, rather than to help the person to 
seek the help he needs. 

The woman worker who asks, “Who 
can use the facilities of the Commission 
on Alcoholism?” usually wants a spe- 
cific answer. She also wants and needs 
understanding and support. She and 
her alcoholic husband must make the 
effort to seek the help that is available. 
Giving her the specific information and 
the support that she needs from an 
interested, understanding person is the 
role that the nurse plavs in this type 
of situation. It is one that nurses are 
frequently asked to fill, and we must 
have the knowledge of available re- 
sources, as well as the ability to help 
others to use them. 

Gathering information about com- 
munity health agencies and developing 
a workable, up-to-date reference file is 
an activity that every occupational 
health nurse needs to keep at all the 
time. Knowing where, how, and when 
to get assistance with specific occupa- 
tional health nursing problems helps to 
make the nurse a valuable member of 
the occupational health team. 

Working with the people within the 
industry, the workers, and the others 
on the occupational health team and 
with the people in the voluntary and 
official health agencies is a nursing ac- 
tivity. It is one that pays big dividends 
to the nurse in satisfaction for a job 
well done. It helps make possible a 
health program that aims to help work- 
ers to want to and to know how to 
conserve and to promote their own and 
their families’ health. 
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Nursing in Disneyland 
(continued from page 30) 


Disney cartoons that capture the atten- 
tion of our young guests. 

The foyer, where fathers wait while 
mothers are feeding or changing their 
offspring, reminds many of these proud 
fathers of the anxious hours they spent 
in hospital waiting rooms, awaiting the 
babies’ arrivals. “With one difference, 
a curly-haired young father of twins 
told me. “Here, when the nurse comes 
out, I know she’s not going to say “Con- 
gratulations!’” 

In our changing room are two tables 
of convenient height and with built-up 
sides to prevent baby from rolling off. 
While a few babies haven’t been too 
pleased about the tables, the vast ma- 
jority seem to relish the chance to 
stretch out after being confined in 
strollers. Another popular feature is two 
miniature toilets, complete with flush- 
ing mechanisms, which fascinate tod- 
dlers who visit the station. 

The feeding room is furnished with 
highchairs for older babies and a 
screened-off alcove where mothers may 
breast-feed. The comfortable chairs pro- 
vided for this latter purpose make many 
mothers wish they could take them 
home with them! 

We are especially proud of our kitch- 
en, where formulas of any type can be 
prepared, and where the small ones 
who may wander in are perfectly safe, 
for the handles on all the cupboards 
are made especially stiff to prevent 
their little hands from opening the 
doors. 

A lot of our visiting families bring 
along their own baby supplies, but it 
doesn't make a bit of difference if they 
don’t. The station stocks disposable 
diapers, talcum powder, assorted Pab- 
lum cereals and fruit juices, plus dis- 
posable cups, spoons, and bibs. All of 
this, of course, is complimentary. 

Naturally, since I'm a nurse, mothers 
tend to turn to me for medical advice 
regarding their babies. This is some- 
thing I have to be diplomatic but firm 
about; I never tell them anything that 
can be construed as trespassing on the 
province of the physician. If an infant 
cries for an appreciable time without 
an obvious reason, and the mother is 
worried, Miss Penfield and I recom- 
mend that she take the child to the 
First Aid station in Disneyland. 

We go even further in this “leaning 
over backwards” attitude our work so 
urgently requires. In all of our efforts to 
be helpful, to do everything we can for 
the comfort and satisfaction of our tiny 
guests, neither Miss Penfield nor I ever 
handle the babies ourselves. Instead, 
we serve merely as helpers to the moth- 
ers themselves as they minister to their 
own children. 


As might well be expected, a good 
share of our visitors come from the 
immediate vicinity of Disneyland. In 
fact, the Pablum Baby Station has be- 
come a kind of community institution. 
One young mother told me: “I had 
never been able to take the older chil- 
dren to Disneyland because we live out 
where I couldn’t get a sitter for the 
baby. Then I heard you'd started the 
baby station—and now we load the 
little fellow into the family jalopy and 
trot him over here with the rest of us, 
at least once a month!” 


International Visitors 

Not all of our babies live in near-by 
localities, though. Since the opening 
of the station last July, more than 16,- 
000 babies—hailing from every state 
in the union, as well as from 30 foreign 
countries—have visited us. In the be- 
ginning, Miss Penfield and I would try 
to decide which babies were cutest, 
American, Chinese, Japanese, Indian, 
Javanese, French, Russian, or what 
have you, but we quickly abandoned 
these attempts. To be truthful, we must 
admit they're all adorable—even when 
they holler! 

Something that always brings a 
laugh at first sight is the “parking lot” 
outside the station, where visiting fam- 
ilies park their babies’ strollers in di- 
agonal, marked-off spaces just like Dad- 
dy’s automobile lot. The junior parking 
area is a favorite subject for camera 
bugs—and Disneyland has plenty of 
those. 

The fact that Miss Penfield and I 
open the Baby Station seven days a 
week, with no week ends off, may 
sound like a terribly heavy schedule, 
and I suppose it is, but I must say we 
don’t find it so. I guess that’s because 
we've settled into the routine—but | 
also think it’s because we are truly in- 
terested in our work. 

If I am ever inclined to feel worn 
out and irritable at the end of a day, 
all I have to do to get a lift is to leaf 
through our Register Book, which all 
of our visiting mothers sign, and we 
see the simple comments, ranging from 
“Wonderful” and “Thank you” to “A 
home awav from home” and “Now baby 
can come, too.” 

Or I can remember the same senti- 
ments expressed by the cooing of a 
happy, freshly talcumed baby, the two- 
toothed grin of some tyke sitting in one 
of our highchairs, banging his spoon 
happily on its metal tray. This quickly 
changes my unpleasant mood. 

It’s moments like these—especialls 
moments like these—that make Ethel 
Penfield and me feel that, if ever we 
had our choice of all the jobs in the 
world, we'd choose to be right here 
in the middle of Disneyland park, at 
the Pablum Baby Station. 
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Allergy... 


continued from page 32 


an urticarial itching wheal occurring 
within 10-20 minutes) mean that 
the cause of the complaint has been 
found. It may also mean that it applies 
to another symptom about which the 
patient has not complained. 

Allergic sensitivity occurs in accord- 
ance with generic relationship. Thus, a 
person allergic to grass pollen will re- 
act to the pollen of corn and sugar cane 

both classed as grasses), even though 
the former does not get into the upper 
tir and the latter may be several hun- 
dred miles away. Positive reactions may 


may 


ilso mean subclinical or potential al- 
lergy. Man 
skin test but can eat the food because 
the process ot digestion removes most 
of its allergeni quality A child 
acts unfavorably to ragweed pollen 
fever until a vear 


patients react to foods by 


who 


mav not contract hav 


or two later. Certain substances (co- 
deine, morphine phy sostigmine, hista- 
mine, et ire urticariogenic; they will 
produce 1 welt on everybody's skin. 
Some people have dermographic skin; 
they welt from the simple scratching 
trauma, and special measures have to 
be used to avoid such false reactions. 
The material itself mav have irritants 
nd the person who does the testing 
mav use too rough a technique. 


negative tests are also 


Some 


Unfortunatel 
not simple mn inte rpretation 
causes are still not known, some of the 
I not 


1 testing Certain 


nay have been used 


materials, such as 
ispirin ind most drugs, alwavs give a 
iction in spite of the patient 


violent allergy to them 


negative re 

, 
having the most 
other less understood 


Th re ire many 


easons why skin tests are negative even 
though we believe the patient is allergic. 

Whether positive or negative, the 
tests checked by trial and 


observation of such factors as diets, re- 


have to be 


moval of a dog, or other procedures in- 
dicated by the 

Patch 
contact dermatitis. The material. or a 


historv. 


tests are reserved mainly for 
purified extract of it, is placed on cello- 
ph ine cir le Ss attached to adhesive tape 
This is placed on the skin and kept 
there for one to three davs. A positive 


test consists of a red, edematous, or 


vesiculated area 
Treatment 


The treatment of the allergic patient 
divided into three phases. 
Specific treatment is at present the most 
important. It consists either of remov- 
ing the cause or increasing the patient's 
immunity to it. Eliminating the cause 
may mean a change in diet, removal of 
a dog, substitute for the feather pillow, 
the use of a window filter, or, in special 


may be 
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CLASSIFIED 
ADVERTISING 


26 cents per word, minimum charge $6.00. 
Capitals or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preced- 
ing publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
te refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y. 











INSTRUCTOR IN FUNDAMENTALS OF 
NURSING: 528-bed hospital in the Philadelphia 


area. Diploma program with 80 students. B. S. 
degree and experience in teaching desirable. 
Liberal personnel policies. Democratic faculty 


organization. Opportunity to pursue additional 
university work. Write Nursing World, N-1, 480 
Lexington Avenue, New York 17, N. Y 


SUPERVISORY, O.R., & GENERAL DUTY 
NURSES: Positions in general hospital, suburb 
of Washington, D.C. New air-conditioned wing, 
piped-in oxygen, nurse-patient intercom, 40-hour 
week, merit increases. Nearby universities for 
continued education. Director of Nursing, Subur- 
ban Hospital, Bethesda, Md. 


WANTED: Assistant Director, Nursing Service. 
65-bed JCAH Hospital. Desire mature person 
with degree, interested in settling in small col- 
lege town. Start September 1, 1958. Separate Col- 
legiate Nursing Program. Reply Adminis- 
trator, Berea College Hospital, Inc., Berea, Ky. 


WANTED: Mental Health Consultant—Immedi- 
ate opening for combination Public Health Nurs- 
ing Service (a joint service of the Columbus 
Department of Health and Instructive District 
Nursing Association); well-established general- 
ized program including home visiting, school 
health, day nurseries and nursing home super- 
vision, well-child conference. Opportunity to 
participate in expanding staff development. Field 


staff of 55 public health nurses, seven super- 
visors, physical therapy consultant, educational 
director, associate director, executive director. 
Students from two universities (basic collegiate 


and general nursing programs); good personnel 


policies including retirement plan and _ social 
security; five-day, 40-hour week. Qualifications: 
Master’s degree, experience in public health 
nursing supervision and the field of mental 


health. Beginning salary: $478 per month; $5,736 
per year, regular increments. Apply, Mable E. 
Grover, Director of Public Health Nursing, 181 
Washington Blvd., Columbus 22, Ohio. 


DIRECTOR OF NURSES: B.S. degree in Nurs- 
ing Education and experience or Masters Degree. 
Salary open. 40-hour week. Good personnel poli- 
cies. Hospital fully approved by J.C.H.A. Dixon 
Public Hospital, Dixon, I! 





INSTRUCTORS: Medical — Surgical — Obstet- 
rical — Operating Room. Should have a B. 8. 
degree in Nursing Education and a minimum of 
two years’ experience in two of the following 
positions: Instructor, Assistant Instructor, Head 
Nurse. 366-bed private general hospital with 
expansion program to be completed soon. 160- 
student School of Nursing with three-year di- 
ploma course. Contact Personnel Department, 
Milwaukee Hospital, 2200 West Kilbourn Ave 
nue, Milwaukee 3. Wis. 











STAFF NURSES: “Come to the Nation's Cap- 
ital.” Beginning salaries $3,670, $4,080, $4,526, 
depending upon experience. Good personnel 
practices. Apply—Director of Nursing, D. 
General Hospital, Washington 3, D. C. 


DIRECTOR, SCHOOL OF NURSING AND 
NURSING SERVICE: School fully accredited 
by the State with provisional accreditation by 
the N.L.N. Hospital fully accredited by JCAH. 
Diploma School of Nursing. Affiliated with near- 
by college. Good salary with complete main- 
tenance. Pleasant working conditions. Apply 
Director, Grace Hospital, Richmond, Va. 


NURSING ARTS, MEDICAL & SURGICAL 
CLINICAL INSTRUCTORS: Diploma _ school 
with temporary N.L.N. accreditation in private 
250-bed hospital. 100 students. B.S. and experi- 
ence required. Salary dependent on preparation. 


Good personnel policies. Write Director, Schoo) 
of Nursing, St. Patrick’s Hospital, Missoula, 
Mont. 


PSYCHIATRIC NURSING ADMINISTRATIVE 
ASSISTANT: For 100-bed teaching institute. 
Psychiatric supervisory experience required. Ad- 
vanced preparation in administration preferred. 
Salary dependent on qualification. Paid vaca- 
tion, sick leave, social security, 40-hour week. 
Apply Nursing Director, Nebraska Psychiatric 
Institute, University of Nebraska Medical Center, 
602 South 44th Avenue, Omaha 5, Neb. 

WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 
REGISTERED NURSES: Modern 166-bed JCAH 
fully accredited general hospital, expanding to 
374 beds by 1960. Located on beautiful San Fran- 
Peninsula, 20-minute drive from heart of 


cisco 

the city. Openings in all services, including 
surgery. Excellent personnel policies. Many 
extra benefits and opportunities for advance- 
ment. op salaries. Apply: Personnel Depart- 





ment, Peninsula Hospital, 1783 El Camino Real, 
Burlingame, Calif. 

BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, ete. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, etc. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo. 

CLINICAL INSTRUCTOR, Medical and Surgical 
Nursing. Also PEDIATRIC INSTRUCTOR. B.S. 
degree required. 250-bed hospital. Meets miini- 
mum State standards. Apply Director of Nursing, 
St. Mary’s Hospital, West Palm Beach, Fla. 





instances, even a change of occupation 
or of climate. The important considera- 
tion is that such steps must be taken 
with full knowledge of the allergic and 
other factors in the individual patient. 
Desensitization means the injection of 
small and gradually increasing amounts 
of the antigen. As a rule, such unavoid- 
able inhalants as pollen, molds, insect 
antigens, and dust are used. The proc- 
ess is a gradual and long one, but it is 
the only means at hand now which of- 
fers a possibility of lasting relief. 


Symptoms must be treated and the 
drugs commonly used in the treatment, 
depending on the particular symptoms, 
are epinephrine, Isuprel or Norisodrine, 
ephedrine, aminophylline, iodides, and 
antihistamines. 

For very stubborn cases, cortisone or 
cortisone substitutes may be required. 
Other measures may still be considered 
in the trial stage. 

More detailed discussion of causes, 
diagnosis and treatment, will be pre- 
sented in articles to follow. 
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The shadow cast by this lamp is known the 
world over as the image of the immortal 
Florence Nightingale. Its radiance 


reflects the high spirit and faith that sustained 

this heroine while at the soldier’s bedside in 

the days of Crimea. Today, as then, it has real 
significance to Army nurses, for to them this light must be kept 


aglow and never fade and these are Some of the reasons why: 


l. The re will always be nurses who desire to share | lorence 

Nightingale’s reverent love for service to humanity and country. 
2. The boundless satisfactions and professional rewards for 
which there can be no higher ealling. 


The opportunity to practice In a nursing specialty of choice in 


modern we ll-equipped hospitals in the United States and abroad. 


The outstanding educational programs lor student and 
graduate nurses offered by the Army. 


The social and personal benefits available to Army nurses who 
serve with the rank, pay and prestige of an officer. 


If vou are a student or graduate nurse you, too, can keep this 
lamp aglow in the future. Investigate today the 
opportunities offered in the Army Nurse Corps. For full 


information, simply mail this coupon 


The Surgeon General 
Department of the Army 
Washington 25. D. C. 

ATTN: Chief. Personnel Division 


Please send me full details on the caree opportunities a ailable 
lo mein the irmy Nurse Corps I am interested in (check one 


The Army Student Nurse Program Clinical Programs 
The Registered Nurse Student Program 
Name 
Address Tel. No. 
City State 


My status is: Student R.N. 








